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RANSIENT bundle-branch block associated 

with organic heart disease is no longer con- 
sidered an infrequent electrocardiographic finding. 
Comeau et al.’ were able to collect 58 cases from 
the literature and added 13 cases of their own. 
Since then other cases have been reported* * and 
we have been able to select 18 additional cases 
from the files of the Heart Station at the Rhode 
Island Hospital. The tracings from one of these 
patients proved of such interest under various 
physiologic conditions that they were made the 
subject of the present report. 


CASE REPORT 


H. B., a 79-year-old man, entered the Rhode Island Hos- 
pital on December 20, 1938, and was discharged Febru- 
ary 12, 1939. On admission he complained of increasing 
frequency of defecation, of 1 month’s duration. He 
stated that he had a desire to move his bowels every | or 
2 hours but passed only small amounts of feces and fre- 
quently nothing but flatus. He had noticed occasional 
mild, colicky lower abdominal pain. For the 2 weeks 
prior to entry tenesmus had increased. There was no his- 
tory of melena or weight loss. The past history was non- 
contributory except for a story of moderate exertional 
dyspnea. 

On examination the patient was a well-developed man, 
who was neither dyspneic nor orthopneic. The lips were 
slightly cyanotic and the neck veins moderately distended. 
The chest was emphysematous. There was diminished 
resonance and moist rales at the left base posteriorly. The 
apex impulse was visible and palpable 12 cm. to the left of 
the midsternal line in the 5th interspace. There was a 
marked systolic thrill, best felt at the 4th left interspace. 
The area of cardiac dullness extended out to the left. The 
heart sounds at the base were distant. A loud, rumbling 
systolic murmur, best heard at the apex, was transmitted 
to the left axilla and over the entire precordium. The 
peripheral vessels were patent, markedly thickened and 
tortuous. The blood pressure was 130/60. There was 
slight pitting edema over the sacrum and ankles. The 
liver edge was non-tender and just palpable below the 
right costal margin. On rectal examination there was a 


*From the Heart Station of the Rhode Island Hospital, Providence, Rhode 
Island. 


Resident physician, Heart Station of the Rhode Island Hospital. 
tDirector, Heart Station of the Rhode Island Hospital. 


large annular growth constricting the lumen of the bowel. 
On proctoscopic examination a cauliflower type of tumor 
mass was visible 9 cm. from the anus. It encircled the 
rectum except on the posterior wall and was about 5 cm. in 
length. A biopsy revealed adenocarcinoma of the rectum. 

The laboratory findings were: hemoglobin 85 per cent, 
red-cell count 4,500,000, white-cell count 6200, with 72 
per cent polymorphonuclears. Blood Wassermann and 
Hinton tests were negative. 

A teleoroentgenogram taken on January 24 revealed 
slight enlargement of the cardiac silhouette in its trans- 
verse diameter. There was marked sclerosis of the arch 
of the aorta. 

The first electrocardiogram (Fig. 14), taken in the 
morning of December 2i, revealed an irregular action due 
to auricular extrasystoles. The auricular waves were broad 
in Lead 2 and the A-V conduction time was 0.20 second. 
For ‘he most part the record revealed a typical left bundle- 
branch block (new terminology) with a rate of 90 per 
minute and a QRS interval of 0.13 second. Following a 
slightly prolonged diastolic pause occurring after the 
auricular ectopic beats there appeared a beat showing an 
intraventricular conduction defect of lesser degree (arbori- 
zation block). The next electrocardiogram (Fig. 1B), 
taken in the afternoon of the same day, followed.3 hours 
of oxygen administration at a rate of 3 |. per minute. The 
action was regular, the rate 75 per minute and the con- 
duction time 0.20 second. The auricular waves in Lead 2 
were broad and notched, and the left-axis deviation was 
present. The tracing revealed interesting transitions be- 
tween intraventricular conduction defect of lesser degree, 
bundle-branch block and normal intraventricular con- 
duction. 

The electrocardiogram (Fig. 24) taken in the afternoon 
of December 23 reveals the patient’s normal record. The 
action was regular, the rate 75 per minute and the con- 
duction time 0.20 second; the auricular waves were broad 
and notched in Lead 2 and left-axis deviation was pres- 
ent. Figure 2B gives the record taken 45 minutes later 
and a half hour after the administration of 1/75 gr. of 
atropine sulfate hypodermically; it shows a typical left 
bundle-branch block with a rate of 91 per minute and a 
conduction time of 0.20 second. The record in Fig. 2C 
was taken several hours later and directly following the 
intravenous injection of 0.24 gm. of aminophyllin. A rec- 
ord taken a half hour later revealed no change. The 
bundle-branch block was still present the next day and was 
not influenced by the administration of 1.5 cc. of coramine 
hypodermically, 1/100 gr. of nitroglycerin sublingually or 
50 per cent dextrose intravenously. 

Between December 23 and 29, several records were 
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Ill 


Ficure 1. 


A. Original record (December 21, 1938). 
B. After three hours of oxygen administration. 


Ficure 2. 


A. Normal intraventricular conduction (December 23, 1938). 
B. After administration of 1/75 gr. of atropine sulfate. 
C. After injection of 0.24 gm. of aminophyllin intravenously, 
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taken revealing interesting transitions between bundle- 
branch block and normal intraventricular conduction. On 
December 29, the tracing (Fig. 34) was normal in the 
first two leads. Lead 3 shows the gradual transition from 
normal conduction through incomplete to complete 
bundle-branch block. Unfortunately, no further records 
were taken until January 3. On December 31 the patient 
was operated on, a colostomy being performed under local 
anesthesia. An electrocardiogram (Fig. 3B) taken Janu- 
ary 3 revealed a record quite similar to that taken on 
December 23. 


IV 


BUNDLE-BRANCH BLOCK — MILLER AND FULTON 293 


block to normal intraventricular conduction, the tracing 
did not change. 


Figure 5, a record taken January 13, shows the effect of 
right carotid-sinus pressure on the tracing during normal 
intraventricular conduction. 


This case of transient, recurrent bundle-branch 
block developed several interesting changes under 
various physiologic conditions that appear worthy 
of comment. Excluding the rarer types of parox- 


Ficure 3. 


A. Gradual transition in Lead 3 from normal intraventricular to bundle- 


branch block (December 29, 1938). 


B. Normal conduction (January 3, 1939). 


During the patient's hospital stay, four records were 
taken showing the effect of carotid-sinus pressure. On 
three of these occasions, bundle-branch block was origi- 
nally present and changed to fairly normal intraventricular 
conduction associated with a slower ventricular rate dur- 
ing momentary carotid-sinus pressure, and reverted to the 
original bundle-branch block with a higher rate following 
release of carotid-sinus pressure. Figure 44 is a continu- 
ous strip of Lead 3 taken January 9, and is representative 
of the changes which took place during right carotid- 
sinus pressure. The white lines denoting application and 
release of carotid-sinus pressure were slightly delayed. In 
Figure 4B, a record taken January 13, the action was regu- 
lar except for a single transient bundle-branch block com- 
plex in Lead 3. The rate was 72 per minute; there was 
slight slurring of the QRS complexes, and left-axis devia- 
tion was present. Figure 4C is a strip taken shortly after 
4B and immediately following mild bending exercise; it 
shows the start and middle portion of a long strip of 
Lead 2. Following the transition from bundle-branch 


ysmal bundle-branch block accompanied by short 
P-R intervals occurring in otherwise healthy in- 
dividuals who are subject to paroxysms of auricu- 
lar tachycardia, those observed in certain toxic and 
infectious states such as diphtheria and thyrotoxi- 
cosis, and those associated with increased myo- 
cardial strain as in paroxysmal tachycardia, the 
greater number of cases are due to an underlying 
lesion of the heart muscle. That the transient na- 
ture of the conduction defect is due to some physi- 
ologic disturbance was originally suggested by 
Cohn and Lewis.* Since then, a considerable vol- 
ume of literature has accumulated in attempts to 
explain this disturbance. 


Anoxemia. Clinically, various investigators*~* 
have presented evidence showing the beneficial 
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effect of oxygen on impaired intraventricular con- 
duction. Experimentally, however, the intraven- 
tricular conduction tissues have been found par- 
ticularly resistant to anoxemia by some work- 
ers." Figure 14 shows a distinct beneficial ef- 


fect of oxygen on bundle-branch block, the trac- 
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lar complexes many of which were preceded by 
short diastolic periods. The latter believed that 
the functional changes in the ventricle were due 
to the accumulation of acid metabolites which 
were removed from the circulation during the 
longer diastolic pauses. Figure 14 shows similar 


Ficure 4. 


1939), 


A. Effect in Lead 3 of right carotid-sinus pressure on bundle-branch block (January 9, 


B. Normal conduction except for transient bundle-branch complex in Lead 3 (Janu- 


ary 13, 1939). 


C. Taken shortly after B and follow ing mild exercise. 


Figure 5. 


Effect in Lead 2 of right carotid-sinus pressure on normal conduction (January 13, 1939). 


ing revealing long periods of normal conduction 
interposed between typical bundle-branch and 
arborization block. 


Nutritional and Metabolic Disturbances. Lewis"' 
first suggested that the products of asphyxia acted 
selectively on the conduction tissues, and Robin- 
son’: }8 Jater reported cases of abnormal ventricu- 


improvement in the intraventricular conduction 
following prolonged diastolic pauses occurring after 
auricular ectopic beats. The nature of the path- 
ologic biochemical processes that are supposed to 
influence intraventricular conduction is still a 
matter for speculation. Controversial experimental 
evidence has been brought forth to implicate the 
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accumulation of lactic acid,’**° the loss of phos- 
phagen’® ** and low myocardial creatine values as 
the significant factors. 

In recent years, the intravenous administration 
of glucose and the high-carbohydrate diet have as- 
sumed an important place in the treatment of car- 
diac disease.**~*° Particularly favorable results have 
been reported following the administration of glu- 
cose in the treatment of angina pectoris,’® and the 
dangers of hypoglycemia on an impaired myo- 
cardium have been sufficiently stressed.”°-* It has 
been suggested that owing to the narrowing as- 
sociated with coronary artery sclerosis, the supply 
of carbohydrate to the myocardium may be reduced 
to an inadequate level. In our case, the adminis- 
tration of 50 cc. of 50 per cent dextrose on one 
occasion and 100 cc. on another failed to have 
any effect on the existing bundle-branch block. 


Myocardial Fatigue. Willius and Keith** have 
called attention to cases showing transient, incom- 
plete bundle-branch block occurring with acute 
pulmonary edema. Baker*® found that faulty con- 
duction through the bundle branches bore a certain 
relation to cardiac rate. When the heart was slowed 
by rest and digitalis, normal ventricular complexes 
appeared; when the rate was accelerated, abnormal 
complexes reappeared. Comeau et al.’ mention 
the experimental work of Baschmakoff** showing 
that conduction could be normal at slower rates 
when only a narrow strip of conducting tissue ex- 
isted and assume a critical level, varying with 
physiologic conditions and organic changes, above 
which bundle-branch conductivity will be impaired. 
Figure 44, showing the transition from bundle- 
branch block to normal conduction under cardiac 
slowing resulting from increased vagal tone, and 
Figure 2B, showing the appearance of bundle- 
branch block following decrease in vagal tone by 
administration of atropine, are consistent with this 
view. 

Vagal Effect. As a result of experimental and 
clinical studies, it is now an accepted fact that 
the vagus nerve supplies the S-A and A-V nodes, 
the right vagus supplying chiefly the S-A and the 
left the A-V node. The vagus nerve is also sup- 
posed to influence bundle-branch block. Comeau 
et al.’ were able during marked S-A slowing pro- 
duced by carotid-sinus pressure to produce a sin- 
gle complex similar to those found during periods 
of bundle-branch block. The second complex fol- 
lowing onset of carotid-sinus pressure in Figure 5, 
although not identical, is quite similar to the 
usual bundle-branch complexes found in Lead 2, 
and is consistent with Lewis’s”* statement that the 
vagus can depress bundle-branch conduction. How- 
ever, the release of vagal tone by atropine acted 
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paradoxically, the increase in heart rate over- 
shadowing any favorable effect on conduction. 


Action of Drugs. Experimentally, it has been 
demonstrated by some investigators**~*° that the- 
ophylline has a dilating effect on the coronary 
arteries. Master et al.** recently reported the tem- 
porary disappearance of bundle-branch block as a 
result of the intravenous administration of amino- 
phyllin in two patients with coronary occlusion. 
Figure 2C shows, however, the failure of 0.24 gm. 
of aminophyllin injected intravenously to influence 
the existing bundle-branch block. The dilating ef- 
fect of the nitrites on the coronary arteries has 
been adequately demonstrated,** ** but 1/100 gr. 
of nitroglycerin dissolved under the tongue re- 
vealed no effect on the bundle-branch block after 
two- and ten-minute intervals on two occasions. 
Furthermore, although numerous clinical and ex- 
perimental observations **~** have demonstrated cir- 
culatory improvement and an increase in coronary 
flow following coramine medication, the adminis- 
tration of 1.5 cc. of coramine on two occasions 
showed no effect on the existing bundle-branch 


block. 


SUMMARY AND CONCLUSIONS 


While it is not possible to draw any definite 
conclusions from data obtained on a single case, 
certain facts stand out. The patient originally had 
bundle-branch block associated with mild decom- 
pensation. Intraventricular conduction was bene- 
fited by the administration of oxygen, by the slow- 
ing of the cardiac rate by bed rest and digitalis 
and by increased vagal tone. It was affected ad- 
versely by increasing the cardiac rate through ex- 
ercise and by abolishing the vagal effect by atropine. 
It was not affected by nitroglycerin, aminophyllin 
or coramine. 
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THE PHENOLPHTHALEIN TEST IN THE DIAGNOSIS OF 
GASTROINTESTINAL DISEASE* 


BenyaMin M. Banks, M.D.t anp Louis E. Barron, M.D.t 


BOSTON 


HE number of organic and functional dis- 

eases far removed from the digestive system 
which nevertheless display gastrointestinal symp- 
toms seems infinite, and constantly challenges the 
diagnostic acumen of the attending physician. Any 
continued experience with groups of patients exhib- 
iting primarily digestive complaints soon teaches 
that the safest approach to such problems is that anal- 
ogous to using the low-power objective of the mi- 
croscope to survey a histological section before fo- 
cusing with higher lens power on a smaller field. 
Especially in the general practice of medicine, lim- 
ited necessarily in the availability of refined and 
highly technical laboratory procedures, difficulty 
often arises in deciding whether a patient’s ab- 
dominal pain, vomiting or diarrhea is due to in- 
trinsic gastrointestinal disease, or to cardiorenal 
disorders, general metabolic or endocrine dysfunc- 
tion, or to one of the common neuroses. There- 
fore there is an obvious need for some simple 
test to determine the presence of gastrointestinal 
lesions. Such a test would be useful in situations 
where x-ray studies of the alimentary canal yielded 
equivocal or unexpected findings, or where the 
cost of such an investigation would be prohibitive 


*From the medical and surgical services, Beth Israel Hospital, Boston, 
and the departments of medicine and surgery, Harvard Medical School. 

tAssistant in medicine, Harvard Medical School; assistant physician, Beth 
Israel Hospital, Boston. 

tAssistant surgeon, Out-Patient Department, Beth Israel Hospital, Boston. 


unless the presence of actual organic disease seemed 
highly probable. Not infrequently an x-ray report 
of a deformed duodenal cap leaves unanswered 
the question whether the irregularity is due to ad- 
hesions, an old healed ulcer or an active lesion. 
Recently Woldman’ made a preliminary report 
on the use of phenolphthalein as a diagnostic test 
in gastrointestinal disease. The rationale of the 
test lies in the supposed fact that, when given 
in physiological doses, approximately 90 per cent 
of ingested phenolphthalein is excreted with the 
stool, a small portion appearing in the urine in a 
conjugated form, not reacting as an indicator on 
the addition of alkali. If a break in the mucous 
membrane of the alimentary canal is present, it is 
believed that free phenolphthalein is absorbed, ap- 
pearing in the urine as such, and producing the 
characteristic pink to red color in an alkaline 
medium. In a study of 112 subjects 35 of whom 
had lesions in the stomach, duodenum or colon, 
the remaining 77 being controls, Woldman found 
that the possible error was less than 3 per cent for 
both positive and negative findings. The promis- 
ing results, the simplicity of method and the ab- 
sence of untoward effects suggested that more ex- 
tensive clinical application and evaluation were 
warranted. Accordingly we have carried out the 
diagnostic phenolphthalein test in 203 patients, 
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following closely the original technic. All the 
subjects were medical or surgical patients on the 
teaching ward services of the Beth Israel Hospital; 
the diagnoses were based on careful clinical and 
laboratory study, and when possible on operative 
or postmortem data. 


METHOD 


A stock solution was prepared, containing 10 
gm. of phenolphthalein dissolved in 1000 cc. of 
95 per cent alcohol, flavored with a few cubic cen- 
timeters of rye extract. The evening before the 
test a 10-cc. portion of this solution, containing 0.1 
gm. of the drug, was transferred by pipette to a 
small vial, which was tightly corked and placed 
on the ward for use early the next morning. Stand- 
ard instructions to the nursing personnel were as 
follows: 


1. Withhold all food and water from midnight until 
one hour after giving test solution to patient. 

2. At 6a. m., obtain a urine specimen and discard. 

3. Immediately empty entire contents of vial into a 
medicine glass, add water carefully to the J-oz. mark and 
have patient drink it all, without additional water. 

4. One hour later, patient may have water and break- 
fast. 

5. At 8 a. m., obtain a urine specimen and place en- 
tire amount in Bottle 1. 

6. At 10 a. m., obtain a second urine specimen and 
place entire amount in Bottle 2. 


A third specimen was obtained at noon from 
some patients who were markedly debilitated, toxic 
or dehydrated, or were suffering with renal or 
myocardial insufficiency. This two-hour rou- 
tine was modified after the first 125 cases, and 
only two specimens of urine were obtained, at 
9 a.m. and noon. Neither method appeared to 
possess any significant advantage over the other in 
accuracy of results. 

The urine specimens were examined individ- 
ually without delay by pouring small portions of 
each into two beakers placed side by side on white 
paper, and adding 10 per cent sodium hydroxide 
solution by dropper to one beaker until maximum 
color was obtained, the other beaker serving as a 
control. The intensity of color was graded em- 
pirically on a basis of + to ++-+-. It was 
soon discovered that a minimal pink coloration 
(+) appeared with such frequency that it could 
be regarded as completely unreliable in the in- 
terpretation of the test. 

As this study progressed, various factors re- 
sponsible for false results became evident. Since 
phenolphthalein precipitates from alcohol-water 
solutions containing less than 20 per cent alcohol,” 
it is important to perform the test on a fasting 
stomach. Stasis of gastric contents overnight 
might vitiate the results. The amount of water 
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used to dilute the original 10-cc. test dose must 
also be restricted, and all further liquid or food 
forbidden for one hour. If the urine specimens 
are allowed to stand in a warm room for several 
hours, false positives are sometimes obtained, prob- 
ably owing to the liberation of free phenolphthal- 
ein from the conjugated form always present in 
the urine of individuals who have taken the drug. 
The test should not be repeated until the urine 
has been shown to be free of the drug, nor 
should it be performed if phenolphthalein has 
been taken medicinally the preceding day. An- 
other source of error is the contamination of urine 
with stool, especially in women and in patients 
with profuse diarrhea. If the phenolsulfonephthal- 
ein test for renal function has been done, it is 
advisable to wait forty-eight hours before begin- 
ning this test, since delayed excretion of the first 
dye in some cases may give false positive results. 

There were no significant reactions or ill ef- 
fects; several patients vomited shortly after the 
ingestion of the phenolphthalein, and a few others 
experienced loose bowel movements for the suc- 
ceeding twenty-four hours. 


RESULTS 


A total of 203 patients were submitted to this 
test. Of these, 52 had intrinsic lesions of the 
gastrointestinal tract. The remaining 151 had a 
variety of conditions other than those of the gas- 
trointestinal tract, or no demonstrable pathologic 
lesion, and therefore served as a control group. 
In those cases where the results were equivocal or 
failed to correspond with the clinical findings, the 
test was usually repeated after a suitable interval. 
The total number of tests was 232. 

A review of Table 1, which covers cases with 
organic gastrointestinal disease, demonstrates that 


Taste 1. Phenolphthalein Test in Cases with Intrinsie 
Lesions of the Gastrointestinal Tract. 


DIAGNOSIS NO. OF POSITIVE NEGATIVE 
CASES TESTS TESTS 
Ulcer (tongue, gums or pharynx)... 
Carcinoma of esophagus 2 2 
Gastric ulcer : 5 3 2 
Duodenal ulcer 17 1] 6 
Hematemesis slog 2 2 
Diaphragmatic hernia... 1 1 
Carcinoma of stomach s 3 1 
Gastritis 
Regional ileitis 1 1 
Chronic ulcerative colitis or amebic 
dysentery ‘ ] 3 
Carcinoma of colon or rectum.... 5 5 
Abdominal carcinomatosis 1 1 
Hypertrophic pyloric contraction ring 1 1 
Partial intestinal obstruction..... 1 1 


only 36 positive tests were obtained in this group 
of 52 patients. Carcinoma of the stomach and 
bowel gave the highest proportion of positive 
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results, whereas negative tests were found in 2 
cases of esophageal carcinoma, possibly owing to 
the brief period of contact between the drug and 
the diseased area. Ulcers of the mouth and pharynx 
gave uniformly positive tests. Of 22 patients with 
gastric or duodenal ulcer, approximately one third 
yielded negative results. More detailed analysis 
of these failures revealed that gastric stasis or 
pyloric obstruction with fluid retention and pos- 
sible precipitation of the drug might account 
for several, and 1 patient had an ulcer high in 
the cardia. No explanation was apparent in the 
remainder. There were 3 failures in 4 cases of 
chronic ulcerative colitis or amebic dysentery char- 
acterized by frequent liquid stools daily. Here 
again, insufficient contact due to the hypermotility 
of the bowel may have been a factor. 


As noted in Table 2, the results in the 151 pa- 
tients in the control group yielded 127 negative 


Tasre 2. Phenolphthalein Test in Cases without Intrinsic 
Lesions of the Gastrointestinal Tract. 
DIAGNOSIS NO. OF POSITIVE NEGATIVE 
CASES TESTS TESTS 

Syncope, hysteria or anorexia nervosa 8 8 
Gall-bladder disease .... - 8 1 7 
Orthopedic disease 17 17 
Gynecological disease ... ae 19 1 18 
Blood dyscrasias........ 2 2 
Appendectomy (postoperative) 9 1 8 
Anal disease ..... 4 
Mild pulmonary disease, asthma 10 3 7 
Cardiac disease ......... 20 5 15 
Acute overwhelming toxemia or in- 

Metastatic malignancy .......... . 3 2 1 


and 24 positive tests. Patients with hysteria, un- 
explained syncope or anorexia nervosa gave con- 
sistently negative results. This was also true 
for patients with diabetes and with diseases of 
the bones and extremities. Positive tests were 
found especially in serious and advanced heart dis- 
ease with pulmonary edema, paroxysmal noctur- 
nal dyspnea or coronary occlusion; in cases of 
acute overwhelming toxemia or infection; and 
in metastatic malignancy. These patients repre- 
sented half the positive tests in the control group. 
One must assume either that breaks in the mucous 
membrane of the alimentary canal frequently exist 
under such conditions, or that the vitality of the 
cells is so impaired that the enteric membrane 
no longer acts as an efficient barrier to the drug. 
Several asthmatic patients also excreted significant 
amounts of free phenolphthalein in the urine. 
All control subjects showing positive tests 
were questioned as to remote or recent gastroin- 
testinal complaints, the mouth and pharynx were 
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examined for unsuspected lesions, the blood was 
checked for anemia and stools were tested for 
occult blood. In a number of these cases the 
gastric contents were analyzed and the gastro- 
intestinal tracts x-rayed. The results were uni- 
formly negative, and these two procedures were 
discontinued as a routine unless the symptomat- 
ology warranted special investigation. It is pos- 
sible, therefore, that several of these controls had 
occult disease of the alimentary canal which went 
unrecognized. Gastroscopic examinations in this 
group would have been of considerable interest 
in view of the frequency with which the gastros- 
copist discovers minute breaks in the mucous 
membrane of an otherwise normal-appearing 
stomach. Individuals in the older decades yielded 
the greatest number of false positives, but this fact 
was not considered significant wnen corrected for 
age distribution of control cases. On the other 
hand, there were occasions when the phenolphthal- 
ein test might have given a brilliant clue to the 
situation, as in the case of a fifty-five-year-old man 
with a mass in the right side of the abdomen and 
a clinical history and x-ray diagnosis of carcinoma 
of the ascending colon. The test was negative, 
and at operation a hypernephroma of the right 
kidney was discovered. It is our impression that 
the test may find its greatest field of usefulness in 
ambulatory patients, in whom the chance’ of ob- 
taining false positives because of severe toxemia 
or far-advanced systemic disease would be largely 
eliminated. 

Certain modifications in the procedure of the 
test seem worthy of adoption. In view of the rapid 
absorption from oral lesions which might ob- 
scure a more serious condition lower down, the 
patient should drink the test fluid through a straw, 
rinsing the mouth immediately and thoroughly 
with water without swallowing further. Exces- 
sive salivation should be noted and _ prevented 
from interfering with the test. In cases of sus- 
pected gastric disease, the test is best done after 
gastric lavage or gastric analysis, in order to obvi- 
ate retention and consequent excessive dilution 
of the test liquid. At times catheterization to ob- 
tain the urine specimens may be indicated, as in 
prostatic cases in men or those with watery diarrhea 
in women. 


SUMMARY AND CONCLUSIONS 


The diagnostic phenolphthalein test was_per- 
formed on 52 patients with intrinsic lesions of the 
gastrointestinal tract and 151 controls with a 
variety of other conditions or with no demonstrable 
organic disease. 

The technic is described in detail, and the sources 
of error are emphasized. 
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In one fourth of the cases with proved disease 
of the alimentary canal the test was negative. 

In one sixth of the control cases the test was 
positive. 

In our experience, the phenolphthalein test had 
too wide a range of error to be considered reliable 
in the diagnosis of gastrointestinal disease. 
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Changes in procedure are suggested in order to 
reduce the incidence of incorrect tests. 
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CLINICAL EXPERIENCE WITH 95 TO 98 PER CENT OXYGEN IN 
THE TREATMENT OF ABDOMINAL DISTENTION 
AND OTHER CONDITIONS* 


Parmer Concpon, M.D.+ anp ALExanper M. Burcess, M.D.t 


PROVIDENCE, RHODE ISLAND 


HIS communication is a brief review of clin- 

ical experience in the use of 95 to 98 per cent 
oxygen in several conditions, the most important 
of which is gaseous distention of the small intes- 
tine. This method of treatment was first de- 
scribed by Fine and his associates;* it depends on 
the fact that the inhalation of almost pure oxygen 
so reduces the nitrogen content of the alveolar air 
that nitrogen passes from the blood plasma into 
the alveoli, and that the reduction of nitrogen 
tension in the plasma which results causes in turn 
a passage of nitrogen into the blood from any 
area in which nitrogen is trapped, as in small- 
bowel distention or in subcutaneous emphysema. 
It had previously been demonstrated* that the gas 
in distention of the intestine’ consists principally 
of either nitrogen or hydrogen, in most cases the 
former. Furthermore, Fine and his colleagues 
showed that air injected subcutaneously soon loses 
its oxygen content, nitrogen remaining. They 
demonstrated in experimental animals that ab- 
sorption of this nitrogen can be accomplished by 
the inhalation of 95 per cent oxygen. Clinically 
they applied the method to patients with gaseous 
abdominal distention, and also to those with dis- 
tention of the cerebral ventricles with air resulting 
from the making of encephalograms; they have 
reported considerable success in the control of 
these conditions. 

In the application of Fine’s method of treat- 
ment we have used the closed-box technic re- 
cently described by one of us (A. M. B.*). This 
is a modification of the open-box method which 
has been in use for several years at the Rhode 
Island Hospital. A cover is placed over the 
box, and the exhaled carbon dioxide is partly 


*From the Medical Service of the Rhode Island Hospital, Providence, 
Rhode Island. 

+Medical resident, Rhode Island Hospital. 

tVisiting physician, Rhode Island Hospital. 


absorbed by soda lime and is partly washed out by 
the constant outflow from the apparatus. In 
practice it has been found wise to maintain a 
flow of oxygen into the apparatus of at least 8 
liters per minute in order to keep the carbon diox- 
ide at a level of 3 per cent or lower (although as 
a rule the oxygen content can be maintained at 
over 95 per cent with a much slower inflow). It 
is believed that further study will show still more 
effective methods of controlling carbon dioxide. 
Although 3 per cent carbon dioxide in the in- 
spired air is undesirable and markedly increases 
respiration, it is probable that in the cases of ab- 
dominal distention where the need of relief is ex- 
tremely urgent this factor is of minor importance. 
Following the advice of Fine, we have not kept 
our patients in an atmosphere of 95 per cent 
oxygen continuously for more than twelve hours. 
At the end of this period the oxygen content of 
the box is reduced to about 50 per cent, merely by 
removing the cover. It is replaced after an hour 
in those cases in which further treatment is 
deemed necessary, and thus another twelve-hour 
period in 95 per cent oxygen is initiated. Actu- 
ally, in 1 of our cases the method was applied 
almost continuously for forty-two hours to a man 
whose condition was so extreme that every attempt 
to remove him from the concentrated oxygen re- 
sulted in such evidence of impending death that he 
was at once replaced and the treatment continued. 
Postmortem examination showed collapsed intes- 
tines and no positive evidence that the long ex- 
posure to 95 per cent oxygen had done any dam- 
age. We are aware, however, that there is ample 
evidence® that such exposure may be harmful. 
When the method is used for the relief of abdom- 
inal distention it should, in our judgment, be 
considered an emergency measure to be applied 
only when simpler means such as gastric intuba- 


9 

r 

; 


300 


tion, enemas and peristaltic stimulants have been 
found to be of no avail. 

A number of factors can cause failure of the 
procedure, among which may be mentioned ex- 
treme restlessness on the part of the patient. This 
may be due to pain, apprehension or an excess of 
temperature, humidity or carbon dioxide in the ap- 
paratus because of faulty technic, such as failure 
to keep the oxygen flow at the proper rate, to keep 
the ice compartment filled or to use fresh soda 
lime. Attention to these matters, including the 
testing of oxygen-flow meters from time to time, 
we have found usually ensures moderately com- 
fortable conditions for the patients. Another com- 
mon cause of failure of the method is neglect to 
maintain an oxygen concentration of 95 per cent 
or higher. This may be due to excessive leakage 
from the apparatus, often caused by an improperly 
applied neck band or by the movements of a rest- 
less patient. It is of course necessary to test the 
concentration of oxygen frequently during the 
period of treatment. When the apparatus is 
properly applied and the patient is not constantly 
pulling at the neck band, a level of 98 per cent of 
oxygen is almost invariably found after the first 
hour in the apparatus. 

We have used this method in 40 cases of ab- 
dominal distention and in 3 cases of severe sub- 
cutaneous emphysema. In addition, it has been 
employed routinely after encephalography. A 
general report of the results of this work will be 
given, with a more detailed account of some of 
the cases in which the method seemed to be of 
particularly striking value. 

Of the 40 cases of abdominal distention, 25 
showed a definite decrease in the distention; in 5 
cases the results were questionable; and in 10 
cases the treatment seemed to have no effect. We 
report 5 cases in which the results were very sat- 
isfactory. We realize that abdominal measure- 
ments are not a satisfactory index of the amount 
of distention, for many abdomens soften markedly 
without showing any appreciable change in cir- 
cumference. However, as we have been unable 
to devise any other simple method, we have ad- 
hered to circumferential measurements as an indi- 
cation of increasing and decreasing distention. 

Case 1. Perforated appendicitis with spreading peri- 
tonitis. 

A 3'%-year-old boy was admitted because of vomiting 
for 36 hcurs and generalized abdominal pain for 24 hours. 
Examination revealed a temperature of 103.6°F., marked 
spasm in the right upper and lower quadrants of the 
abdomen, slight spasm in the left lower quadrant and 
tenderness most marked in the right lower quadrant. 
Urine examination was negative, and the white-cell count 
was 22,000 with 90 per cent polymorphonuclears. 

Laparotomy was done at once, and a perforated appen- 
dix with free pus in the peritoneal cavity was found. 
The appendix was removed and the peritoneal cavity 
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drained. Twenty-four hours later the abdomen was 
markedly distended and tympanitic. Insertion of a rectal 
tube gave no flatus or fecal results. The patient was very 
restless and pain was not controlled by morphine. He 
was put in a closed box at 9 p. m., and the course was as 
follows: 


DATE TIME ABDOMINAL GIRTH REMARKS 
cm. 
1/28 9:00 p.m. Put in box 
1/29 12:00 m. 61 (over dressing) Asleep for first time 
4:00 a.m. 5 Expelled flatus for first time 
00 a.m. 55 98 Og 
1:30 a.m Taken from box 
6:00 p.m Returned to box 
8:00 p.m 55 
1/30 6:00 a.m. Top of box removed 
‘| Top of box replaced 


Box removed (abdomen soft) 


The patient had two spontaneous bowel movements on 
the morning the box was removed, and the rest of his 
course in the hospital was uneventful, going on to com- 
plete recovery. 


This is an example of the use of the box to con- 
trol distention when enemas are contraindicated 
immediately following abdominal operations. 


Case 2. Lobar pneumonia with marked tympanites. 

A 40-year-old Negro, a known diabetic patient, was 
admitted with pneumonic consolidation in the left lower 
lobe of probably 6 days’ duration. There was marked 
abdominal distention on admission, which was partly re- 
lieved by enemas and peristaltic stimulants. The day 
after admission the abdomen again became distended. 
Enemas, stupes, peristaltic stimulants and a rectal tube 
gave poor return of either flatus or feces. The patient 
was placed in a closed box with the following results: 


DATE TIME ABDOMINAL GIRTH REMARKS 
om. 
1/6 12:90 m 87 Put in box 
3:30 a.m 87 
6:30 a.m 83 
2:30 p.m. 79 Taken out of box 


In the afternoon of removal an enema gave good fecal 
and flatus results, and the patient went on to a complete 
recovery without further abdominal distention. 


Case 3. Lobar pneumonia with tympanites. 

A 51-year-old white man was admitted with pneumonic 
consolidation in the left lower lobe of 2 days’ duration. 
There was marked abdominal distention on admission, 
which was at first fairly well controlled by enemas, 
poultices, peristaltic stimulants and a rectal tube. How- 
3rd day, because of increasing distention, the 


ever, on the 
placed in a closed box, with the results as 


patient was 


summarized: 
DATI TIME ABDOMINAL GIRTH REMARKS 
cm, 

2/3 2:00 p.m. 114 Put in box 
6:45 p.m. 111 98% O, 
9:45 p.m. 111 

2/4 1:00 a.m Taken from box 
2:00 a.m. Returned to box 
3:30 a.m 114 
9:00 a.m Taken from box 
10:00 a.m Returned to box 
1:00 p.m 114 
5:15 p.m 111 
10:00 p.m Taken from box 
11:00 p.m Returned to box 

2/5 4:30 a.m 112 Abdomen much softer 
8:00 a.m. Box removed 
9:30 a.m. 108 


The box was not reapplied. During the 42 hours that 
the box was used no enemas were given. An enema on 
the morning the box was permanently removed gave 
excellent fecal and flatus results. 


Vol. 221 No. 8 


This is a case of increasing abdominal distention 
in spite of usual forms of therapy, which showed 
good reduction by the use of 98 per cent oxygen 
alone. 


Case 4. Appendicitis with rupture and general peri- 
tonitis. 

A 15-year-old boy was admitted with a history of pain 
in the right lower quadrant of the abdomen 7 days be- 
fore, with nausea and vomiting. This had persisted for 3 
days and disappeared, only to return the day before ad- 
mission. Examination revealed an acutely ill boy with a 
temperature of 101.2°F., with generalized spasm of the 
entire abdomen and tenderness most marked in the right 
lower quadrant. Immediate laparotomy was done and 
an acute gangrenous perforated appendix was found, 
with free pus in the peritoneal cavity. The appendix was 
removed and the peritoneal cavity drained. Twenty-four 
hours after operation the abdomen was markedly dis- 
tended and hard. The use of a rectal tube gave only a 
small return of flatus and seemed to have no effect on the 
distention. The patient was placed in a closed box, with 
the following results: 


DATE TIME CONDITION OF ABDOMEN REMARKS 
1/22 10:00 p.m. Placed in box 
1/23 10:00 a.m. Much softer Taken from box 
4:45 p.m. Much harder throughout Returned to box 
the day 
11:00 p.m. Much softer 
1/24 4:45 a.m. Taken from box 
5:45 a.m. Soft Returned to box 
10:00 a.m Taken from box 
11:00 a.m Returned to box 
4:00 p.m Fairly soft Taken from box 
5:00 p.m Returned to box 
1/25 5:00 a.m. Soft Taken from box 
6:00 a.m Returned to box 
3:00 p.m. Very soft Box removed 


The patient went on to recovery without further dis- 
tention. 


In this case the box was used for 65 hours, inter- 
mittently, and easily controlled the distention dur- 
ing that period, when enemas were contraindi- 
cated. 


Case 5. Acute gangrenous appendicitis with peritonitis. 

A 3'4-year-old girl was admitted with a 24-hour his- 
tory of pain around the umbilicus and the right lower 
quadrant, associated with vomiting and diarrhea. At 
laparotomy a gangrenous appendix was found and re- 
moved. Cultures of the peritoneal cavity showed gram- 
positive rods and a few gram-positive diplococci. Twenty- 
four hours after operation the patient was vomiting re- 
peatedly and her abdomen was markedly distended. A 
Levin tube was inserted, but the patient would not leave 
it in. She was placed in a closed box, with the following 
results: 


DATE TIME ABDOMINAL GIRTH REMARKS 
com. 
7/2 9:00 p.m. 56 Placed in box 
7/3 1:00 a.m. 56 
5:00 a.m. 54 
9:00 a.m. 56 
10:00 a.m. Top of box removed 
11:15 a.m. 56 Top of box replaced (abdo- 
men large but soft) 
1:30 p.m. 98% O,, 0.8% CO, 
9:00 p.m. 54 
10:00 p.m. Box removed (abdomen 


much softer) 
From this time on the patient was not troubled with 
distention, except for one episode which was relieved by 
enemas. 
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We have had 3 cases of subcutaneous emphysema 
in which the 98 per cent oxygen was used to 
decrease the amount of gas in the tissues. In all 
these cases the results were very satisfactory. 


Case 6. Post-pneumonic empyema with bronchopleural 
fistula. 

A 27-year-old woman was admitted 2 weeks after re- 
covery from lobar pneumonia. On entry there was a very 
large amount of thick green pus in the right pleural cavity. 
Closed drainage through a catheter was established. The 
catheter became plugged and subcutaneous emphysema 
developed, starting just above the clavicles and spreading 
up over the face and down the chest wall (Fig. 1). A 


Figure 1. Case 6. Note the marked subcutaneous em- 
physema of the chest, neck and face. 


thoracotomy with partial rib resection was done and open 
drainage established. Twenty-four hours later there was 
no appreciable decrease and no increase in the emphysema. 
The patient’s eyes were closed by swelling and she was 
very apprehensive and uncomfortable. She was placed 
in a closed box for 12 hours, was taken out for 5 hours 
and put back for another 5 hours. After this treatment 
the patient could easily open her eyes, and although not 
all the gas had been absorbed, the tissues were much 
softer and the patient more comfortable (Fig. 2). The 
patient finally died, and autopsy revealed miliary ab- 
scesses in the liver, spleen and kidneys and a_ bacterial 
endocarditis. 


Case 7. Pulmonary abscess. 


This patient was admitted because of pulmonary abscess. 
A thoracoplasty for a first-stage drainage was performed. 
Two days after the operation, emphysema of the chest, 
face, palate and uvula developed. The left eye was com- 
pletely closed by the swelling. The packs were removed 
from the wound and hollow rubber tubes inserted to give 
a free exchange of air with each respiration. The patient 
was placed in a closed box for 12 hours, at the end of 
which time the puffiness of the face was much less and 
he was able to open both eyes. He was put back in the 
box for another period of 11 hours, after which there was 
little crepitation to be felt, and measurements of the head 
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and neck both showed a diminution of 2 cm. in cir- 
cumference. 


Case 8. Fractured ribs. 

A 15-year-old boy had been crushed between a truck 
and a loading platform and had sustained several frac- 
tured ribs. Soon after the accident he began to develop 
subcutaneous emphysema spreading up the neck and 
over the face and chest wall. In 1 hour the spread was 
very marked. The respirations were rapid and shallow 
and the patient was cyanotic. He was placed in a closed 


Figure 2. Case 6. This photograph shows the marked 
decrease in emphysema after breathing 98 per cent 
oxygen for twelve hours. 


box for three 12-hour periods, at the end of which time 
the emphysema had completely disappeared and the 
respirations were down to 20. 
eventful. 


His recovery was un- 
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In encephalography we have adopted the use of 
98 per cent oxygen for three or four hours as a 
standard procedure. Our experience is similar to 
that reported by Schwab, Fine and Mixter® in 
that a definite alleviation of headache has been ob- 
tained. 


SUMMARY AND CONCLUSION 


Forty cases of abdominal distention and 3 cases 
of subcutaneous emphysema treated with 95 to 
98 per cent oxygen are reported. Of the patients 
with abdominal distention we believe that 25 were 
strikingly benefited, 5 questionably benefited and 
10 uninfluenced. Of those with emphysema, all 
had satisfactory results. Following encephalogra- 
phy the routine use of the method has appeared 
to prevent severe headaches. 

It is in severe abdominal distention, such as 
that which is seen in certain infectious diseases, 
notably pneumonia and typhoid fever, and in 
peritonitis after abdominal operations that the 
method is most useful and at times lifesaving, 
but we believe that it should be considered as an 
emergency measure to be used when simpler means 


have failed. 


REFERENCES 


. Fine, J.; Frehling, S., and Starr, A.: Experimental observations on 
effect of 95 per cent oxygen on absorption of air from body tissues 
J. Thoracic Surg. 4:635-642, 1935. 
2. Fine, J.; Se.rs, J. B., and Banks, B. M.: 
on gaseous distention of stomach and small intestine. 
Dis. & Nutrition 2:361-367, 1935. 
3. Burgess, A. M.: Oxygen therapy: a modification of the box method 
for giving 95 per cent oxygen. New Eng. J. Med. 216:467, 1937 
4. Burgess, A. M.; Briggs, A. S., and Burgess, A. M., Jr.: Oxygen therapy 
by the open box method. New Eng. J. Med. 210:254-259, 1934. 
5. Binger, C. A. L.; Faulkner, J. M., and Moore, R. L.: Oxygen poisoning 
in mammals. J. Exper. Med. 45:849-864, 1927. 
6. Schwab, R. S.; Fine, J., and Mixter, W. J.: Reduction of postencepha 
lographic symptoms by inhalation of 95 per cent oxygen. J. Nerv. 
& Ment. Dis. 84:316-321, 1936. 


Effect of oxygen inhalation 
Am. J. Digest. 


! 


O 


No. 8 


Vol. 221 


PERIANAL CRYPTIC TABS— WHITNEY AND KEANE 303 


PERIANAL CRYPTIC TABS 
Epwarp T. Wurtney, M.D.,* anp Joun F. Keane, M.D.t 


BOSTON 


INCE we both had independently observed 

that a large number of anal protrusions are 
simply tabs of skin covering the bases of pathologic 
crypts, we subsequently searched for abnormal 
crypts in 200 patients with such protrusions, as 
they appeared in the Rectal Clinic of the Boston 
Dispensary. At first we included in our examina- 
tion only those cases which had obviously simple, 
single tabs of skin, but we soon discovered that 
these tabs were often multiple to the extent of be- 
ing confluent, and that they often simulated or 
were simulated by other anal conditions. Conse- 
quently, we soon began making a differential diag- 
nosis on all anal protrusions. The study has shown 
conclusively that there is a distinct entity com- 
posed of a protruding perianal tab of skin cover- 
ing the base of an abnormal crypt of Morgagni, 
and that such a tab is to be differentiated from 
other perianal protrusions such as double hemor- 
rhoids, partial prolapse of the mucous membrane,$ 
tumors, pruritic folds, and so forth. We have 
given the name of cryptic tabs to such entities. Our 
findings have simply confirmed the observations 
made by many previous authors.’~* 

There seem to be four stages in the production 
of true cryptic tabs, and a typical history embrac- 
ing the progress from one to another can usually 
be obtained. Everyone is apparently born with 
an equipment of epithelially lined ducts emptying 
into the depressions between the columns of Mor- 
gagni.t Most of these preformed ducts extend 
downward beneath the transitional skin of the anus. 
For some reason they become infected, and this 
process constitutes the first stage in the produc- 
tion of cryptic tabs. It is usually accompanied by 
no symptoms other than an occasional, indefinite, 


*Surgeon in charge of Rectal Clinic, Boston Dispensary, Boston. 

+Surgeon, Rectal Clinic, Boston Dispensary, Boston. 

$In addition to those cases of partial prolapse of redundant mucous 
membrane found anywhere around the anal verge, there is one protrusion 
of skin and mucous membrane which is fairly common, especially in wom- 
en. It occurs at the anterior commissure and is more than a simple redun- 
dancy. It has a subcutaneous, skeletal foundation made up of fibrous and 
areolar tissue, and seldom responds to injections as does an ordinary partial 
prolapse. It does not contain a crypt and is not a double hemorrhoid, 
nor is it a varicosity of the inferior hemorrhoidal vein. It seems to be 
an enlargement and protrusion of the anterior median raphe. However, 
as it seldom produces symptoms it is of minor importance except as a matter 
of differential diagnosis. 

tTucker and Hellwig,’ with serial sections, have ably described these 
preformed epithelial ducts extending downward in the submucosa of the 
anal canal from the depressions of Morgagni toward the anal verge. Similar 
but more complex glandular organs are found in many lower orders of 
mammals. When present in man they constitute a ready-made pathway 
for infection, since they are lined with epithelium and drainage is poor. 
These authors have shown that such structures are identical with peri- 
urethral and prostatic ducts and have the capacity for harboring similar 
infections. They even report that 20 per cent of their cases showed gonor- 
rheal infection. 


sharp or pricking sensation, and some _tender- 
ness in the region of the duct. 

The second stage is ushered in by inadequacy 
of drainage, which causes the crypt or duct to 
burrow under the skin to the anal verge, forming 
there the characteristic little “sentinel pile.” ? 
The inadequacy of drainage may have been due 
to a number of causes, such as exudate’ or fecal 
material" * in the opening of the crypt, an inflam- 
matory reaction around this opening,’ or a con- 
traction of scar tissue about the neck of the crypt.° 
If the pressure within becomes great enough to 
overcome the obstruction, the condition quiets 
down temporarily, but if drainage is not so ob- 
tained, either the side wall of the crypt ruptures 
and an ulcer or a fissure is produced":* or a peri- 
anal abscess develops.’*_ The irritation caused by 
such an inadequately drained crypt may be of suf- 
ficient severity to produce spasm of the external 
sphincter,” * * and the introduction of a crypt hook 
into one of these channels during this acute stage 
calls forth pronounced complaints from the pa- 
tient.” * 

The third stage is characterized by further elon- 
gation of the crypt and gradual enlargement of its 
tab, accompanied by periodic attacks of indura- 
tion and discomfort. During this stage the patient 
complains of having protruding “piles” when no 
real hemorrhoids can be found. However, as the 
condition becomes chronic the accompanying pas- 
sive congestion and inflammatory reaction may 
lead to the production of hemorrhoids, pruritus 
ani, papillitis and the formation of fibrous tissue,‘ 
both in the pecten-band area* and around the skin 
tab." A consciousness of some kind of anal dis- 
comfort is present most of the time, accompanied 
by reflex symptoms both locally and elsewhere. 
Examination with the crypt hook at this stage 
reveals tenderness, but not of the excruciating 
variety found at first. A hypertrophy of one or 
both sphincters may be present, but spasm is only 
found during acute flare-ups. In some cases the 
latter stage is reached without the patient’s remem- 
bering the existence of any symptoms other than 
irritation of some protrusions. In such cases ex- 
amination indicates the presence of these cryptic 
tabs, accompanied perhaps by enlarged papillae, 
proctitis and a pecten band. 

Finally, the crypt and its opening become large 
and patulous enough to furnish constant drainage, 
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and the external tab exists simply as a flabby or 
fibrotic sac of skin covering its base. There are 
no symptoms, and examination with the hook pro- 
duces no discomfort. Ten or fifteen years is usual- 
ly required for the production of this last, quiescent 
stage. 

The indications for excision of the tabs and 
their crypts during the second and third stages 
are quite obvious. The acute attacks in them- 
selves are uncomfortable and semi-incapacitating, 
while fissures, ulcers, enlarged papillae, perianal 
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This photograph shows three nearly confluent cryptic 
tabs. 


abscesses, fistulas and even hemorrhoids are com- 
mon as ultimate complications requiring surgical 
intervention. Furthermore, certain types of pru- 
ritus ani®® can be cured or alleviated by their 
removal, and even anal cancer has been found to 
have its origin in the immediate vicinity of such 
sources of chronic Hirschman*® 
maintains that such crypts constitute definite foci 
of infection. 

In the fourth stage, when the condition has final- 
ly become quiescent, when the crypt is so large 
that adequate drainage is established and when 
nothing but a flabby or fibrotic external pouch 
of skin remains, producing no irritation, it seems 
best to leave well enough alone, unless complica- 
tions indicate otherwise. 

The operative removal of such a cryptic tab 
should be complete. It is not enough to remove 
the external tab, as the upper part of the crypt 
will still remain and from this another tab, an 
abscess or a fistula may develop. Nor is it enough 
to slit the anterior wall of the crypt without re- 
moving the tab, as this procedure is often followed 
by recurring painful edema of the latter. In fact, 
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unless the aftercare is exacting the crypt is often 
re-tormed by a sealing together of the slit edges. 
Our operative technic is as follows. With the 
patient in the Sims position* and one of the oper- 
ator’s index fingers in the anus to prevent the 
needle from piercing the rectal wall, between 4 
and 5 cc. of an oil anesthetic solutiont is introduced 
into and behind the sphincter adjacent to the tab. 
Of this, 1 cc. is placed in the sphincter both to 
the right and left of the tab, 1 cc. in the sphincter 
directly under the crypt and 1 or 2 cc. fanwise in 
the perianal area behind the crypt and external to 
the sphincter. The oil should not be pooled in any 
one place, and after withdrawal of the needle the 
whole area should be massaged thoroughly in 
order to disseminate any possible pooling. A 
suitable anoscope is introduced so that exposure of 
the upper opening of the crypt, the enlarged 
papilla and some of the external tab is gained. 
The area is painted with 2 per cent aqueous mer- 
curochrome, and 1 or 2 cc. of novocain or 
Eucupin in saline solution’® is introduced into 


Ficure 2. 
A crypt hook has been inserted into the middle cryptic 
tab (right, inferior) seen in Figure 1. 


the tab and the submucosa over and surrounding 
the crypt. A long crypt hook is inserted into 
the crypt, and the latter is pulled out into the 
lumen of the anoscope (Fig. 2), allowing it and 
its enlarged papilla to be excised with a pair of 
scissors (Fig. 3). This usually produces an 
incision running well down into the skin of the 


tab. With the anoscope removed, the tab itself 

*If the cryptic tab is in the posterior half of the anus, the right Sims 
position allows the operator to use his right hand, while if it is in the 
anterior half of the anus, the left Sims position allows the use of the 
right hand. 

+There are many oil anesthetics in use at the present time, but the one 
which has given us the best results with the least complications is Eucupin 
in oil, prepared according to the formula of Manheim and Marks.™ It 


contains no phenol. 
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is dissected off its base with scissors and forceps. 
The latter dissection should join or be continuous 
with the previous incision (Fig. 4). A definite 
margin usually exists separating the tab from 
normal skin (Fig. 1), and the dissection should 
be made exactly at this margin. No small pro- 
jecting fragments of skin or mucous membrane 
should be left, as they become edematous and pain- 
ful. If a pecten band® exists beneath the crypt it 
is incised before the anoscope is removed. Care 
should be exercised not to remove too much tissue 
at the pectenate line, as healing in this region is 
very slow. Bleeding within the anus is usually of 
little moment, since the crypt is between the col- 
umns of Morgagni and away from the main hem- 
orrhoidal blood supply. If there is an unusual 
amount of bleeding, however, pressure with a 
cotton swab usually controls it, and when this hap- 
pens we introduce into the lower rectum, just 
prior to the removal of the anoscope, a packing 
made up of several cotton tampons. Occasionally 
crushing or tying is necessary. Any ooze from the 
bed of the external tab is controlled by applying a 
gauze dressing between the buttocks, strapping it 
on with adhesive and having the patient sit on it 
for fifteen or twenty minutes. This dressing must 
be left in place until the next morning. One 
tablespoonful each of mineral oil and of agar in oil is 
given the same night, and a bowel movement en- 
couraged the next day. Rest in bed is unnecessary 
except for those patients who are extremely 


Ficure 3. 
The crypt is being excised with a pair of scissors. 


neurotic. The patient is seen daily for four 
or five visits, and then every other day for a 
week; on each occasion a well-lubricated finger is 
run down through the incision from within out- 
ward so as to maintain drainage and keep the 
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wound open until healing from the bottom has 
taken place. This process is usually well on its 
way by the end of a week. Hospitalization for 
twenty-four hours as a precautionary measure is 
preferable when possible, but certainly the pro- 
cedure can be classed as ambulatory surgery, for 
in all our Boston Dispensary cases the patients 
have been operated on in the clinic and sent home 
immediately afterward. 

The end result not only removes an uncomfor- 
table structure but also eliminates a focus of in- 
fection and results in the disappearance of many 
reflex symptoms. 


SUMMARY 


Certain perianal protrusions are composed of an 
external tab of skin covering the base of a crypt 
of Morgagni. 


Ficure 4. 


The tab has been excised at its junction with the 
normal skin. 


We have given the name of cryptic tabs to these 
structures. 

There seem to be four progressive stages in the 
formation of cryptic tabs: an invasive stage, when 
infection involves preformed, epithelially lined 
ducts beneath the skin of the anus; an acute 
stage, during which drainage from the ducts is 
inadequate and a crypt is formed with its base in a 
small edematous “sentinel pile”; a subacute stage, 
in which the base of the crypt is well out under the 
perianal skin and drainage is only periodically 
inadequate; and a chronic stage, when the crypt 
is so large and patulous that drainage is always 
adequate. 

Excision during the second and third stages is 
frequently indicated. 

An operative procedure is outlined. 
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REPORT ON MEDICAL PROGRESS 


PEDIATRICS* 
R. Cannon Etsy, M.D.t 


BOSTON 


SULFAPYRIDINE 


ee to the report of Whitby’ that 
sulfapyridine would protect mice against vari- 
ous types of pneumococci, the literature has con- 
tained numerous papers concerning the effective- 
ness of this agent in the treatment of pneumonia 
occurring among children and adults. Evans and 
Gaisford’ reported a mortality rate of 8 per cent 
in patients treated with sulfapyridine, in contrast 
to a mortality rate of 27 per cent in a comparable 
number (100) of untreated cases; Flippin and his 
associates’ were also impressed by its effectiveness 
in adults, as were Barnett et al.* with its use in 
children. The recent publication of Hodes et al.” 
concerning its use in 71 infants and children suf- 
fering from pneumonia with no fatalities would 
indicate that a potent agent against this infection 
has been produced. In the latter series, 33 pa- 
tients were suffering from primary pneumonia and 
38 from pneumonia associated with measles, and 
it is interesting to note that in all cases the tempera- 
ture became normal in forty-eight to seventy- 
two hours. Type 14 pneumococcus was the com- 
monest organism isolated from the nasopharynx 
of the younger group with primary pneumonia, 
whereas Type 1 was the commonest offender in 
the older group suffering with the same disease. 
In the patients with pneumonia associated with 
measles, Type 14 occurred in 11 patients, Type 19 
in 6 patients and many other types of pneumococci 
in the remaining cases. Carey and Cooley® have 
recently studied 630 infants and children suffer- 
ing from pneumonia at the Children’s Hospital 
(Michigan) with regard to the etiology and effect 
of specific treatment with antipneumococcus rab- 


*From the Department of Pediatrics, Harvard Medical School, and the 
Infants’ and the Children’s hospitals, Boston. 
tAssociate in pediatrics and communicable diseases, 


Harvard Medical 


School; associate visiting physician, Children’s Hospital, Boston. 


bit serum and sulfapyridine. One hundred and 
six patients received serum, 248 sulfapyridine and 
276 no specific form of therapy. The duration of 
the illness in the untreated cases was longer than 
in either treated series, while the average duration 
of the illness in the serum-treated and sulfapyridine- 
treated groups was approximately the same. Com- 
plications in the form of meningitis, suppurative 
otitis media and mastoiditis, however, were less 
commonly encountered in the treated than in the 
untreated group. These authors conclude that 
specific serum was equally as effective for the 
types of pneumococci available with the exception 
of 2 cases of Type 18, but that sulfapyridine was 
effective in treating pneumonia due to any of the 
thirty-two types of pneumococci encountered in the 
study. Sulfapyridine was equally as effective as 
sulfanilamide in the treatment of 5 per cent of 
the cases of pneumonia due to the hemolytic strep- 
tococcus. 


The dosage employed has usually been 114 gr. 
per pound of body weight as the initial dose, fol- 
lowed by 1 gr. per pound divided into six doses, 
administered every four hours as the daily main- 
tenance dose. In some cases it may prove ad- 
visable to divide the initial medication into two 
parts and give half the total amount each hour 
for two doses, as this may prevent the develop- 
ment of nausea. In acutely ill patients it is ad- 
visable to give the maintenance dose four hours 
after the initial dose. This will produce a blood 
level between 8 and 12 mg. per 100 cc., which in 
most cases has proved satisfactory. As sulfapy- 
ridine is insoluble it is advisable to administer it 
in some menstruum, such as cereal or applesauce. 

The duration of this form of therapy has re- 
ceived a great deal of discussion, as some au- 
thorities are of the opinion that it may be safely 
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discontinued as soon as the temperature becomes 
normal, while others think that it should be con- 
tinued for several days after all signs and symp- 
toms of the infection have disappeared. It is true 
that the temperature usually returns to normal 
within forty-eight to seventy-two hours following 
the introduction of sulfapyridine; however, it is 
equally true that the signs of the pneumonic 
infection are persistent at that time, as dem- 
onstrated by physical and roentgenological exam- 
inations. Until further evidence of the safety of 
early discontinuation of the agent is available, it 
would appear that a gradual reduction in dosage 
over a period of several days is the more rational 
procedure. Carey and Cooley® have followed two 
plans of treatment, the first of which was to esti- 
mate a dose based on 1 gr. per pound of body 
weight and to give this amount as the initial and 
only dose. However, in the majority of cases the 
temperature did not return to normal until fur- 
ther medication was administered. The second 
mode of treatment was to give an initial dose of 
4 gr. per pound of body weight and to follow 
this with a daily dose based on 1 gr. per pound 
for forty-eight hours. This form of treatment was 
successful only with patients who had been ill 
for less than five days. Where patients had been 
ill for five days or longer it was found advisable 
to continue therapy for several days after the tem- 
perature had become normal. The very fact that 
the causative pneumococci may and usually do 
persist in the nasopharyngeal secretions after there 
is clinical evidence of improvement adds further 
support to a more prolonged administration of 
sulfapyridine. 

Complications or toxic reactions arising from 
the use of sulfapyridine are not unlike those seen 
in the use of sulfanilamide.* * * These are nausea, 
vomiting, anorexia, agranulocytosis, anemia, hem- 
aturia and the development of a morbilliform rash. 
These complications usually disappear following 
the withdrawal of the drug; and they do not occur 
with sufficient frequency or severity to contra- 
indicate its use in the treatment of pneumococcal 
infections. 

The results which have been obtained up to the 
present time indicate that sulfapyridine is the 
agent of choice in the treatment of pneumonia 
and pneumococcal infections occurring among in- 
fants and children. The dangers of sudden, severe 
and alarming reactions which have been noted 
following the use of specific horse or rabbit serum 
are obviated; serum sickness as well as serum 
sensitivity do not occur, nor is valuable time lost 
in trying to obtain from these small patients suf- 
ficient sputum to permit typing. 


PEDIATRICS — ELEY 


PATENT DUCTUS ARTERIOSUS 


Advances in thoracic surgery have included not 
only procedures involving the lungs but also 
those directed toward the heart. These measures 
have usually been instituted for the correction of 
traumatic or inflammatory processes, and _ little 
attention has been given to the possible correction 
of congenital cardiac anomalies which per se jeop- 
ardize life. Although many of these anomalies 
are not amenable to surgery, some may respond, 
as shown by the recent report of Gross and Hub- 
bard® on the successful ligation of a patent ductus 
arteriosus. 

The justification for surgical correction of this 
anomaly is based on the fact that most of these 
patients succumb early in life to subacute bacterial 
endocarditis developing on vegetations at or near 
the pulmonary orifice of the ductus, or to circu- 
latory failure.’ Although there is every reason to 
believe that ligation of the ductus may avoid cir- 
culatory failure (which it has done in the oper- 
ated cases), there is no evidence that this procedure 
precludes the implantation of vegetations. The 
latter question can be answered only after a larger 
group of cases have been studied and after an ade- 
quate period of time has elapsed following oper- 
ation. 


It is true that many individuals suffering from 
this condition may live their full span of life 
without complications, and therefore there must 
be certain specific indications for this operative 
procedure. Hubbard, Emerson and Green’® have 
recently stressed the importance of this aspect of 
the subject, and are of the opinion that at the 
present time it is advisable to limit surgery to 
those cases presenting evidence of a shunt large 
enough to throw a strain on the heart. Such evi- 
dence consists of retardation of the normal rate of 
growth, congestive failure, peripheral signs of 
aortic regurgitation and congestion of the pul- 
monary vessels as determined by roentgenological 
examinations. The fact that Gross™ has success- 
fully operated on 4 patients, aged six, seven, eleven 
and seventeen, with congestive failure and has ob- 
tained clinical relief in each case indicates the value 
of the procedure. 


EQUINE ENCEPHALOMYELITIS 


In view of the fact that the early cases of equine 
encephalomyelitis occurring in human_ subjects 
first appeared in this part of the country during 
late August, 1938, it appears advisable to review 
our present knowledge of this disease, and to call 
attention to the possibility of further cases’ ap- 
pearing this year. 

Although it is probable that equine encephalo- 
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myelitis has existed in the United States for a 
long time, only during the past few years have 
data concerning this infection been accumulated. 
This work began with the discovery by 
Meyer, Haring and Howitt’* of the Western strain 
of virus, which during the summer of 1930 was 
responsible for an epidemic of the disease among 
horses in the San Joaquin Valley in California. 
In 1933 a disease appeared among horses in Vir- 
ginia, Maryland and New Jersey which presented 
clinical manifestations quite similar to those seen 
in the equine encephalitis in California. However, 
the virus producing the infection among the for- 
mer group was shown to differ from that pro- 
ducing the infection in the latter, not only in its 
immunological reactions but also in the mortality 
rate of the disease. Ten Broeck and his asso- 
ciates!*» 14 designated this virus as the Eastern 
strain in contrast to the Western strain. It was 
this strain of the virus as shown by Fothergill 
et al.2° and Webster and Wright’® that produced 
the infection in both adults and children in east- 
ern Massachusetts and Rhode Island during the 
late summer of 1938. 

The mode of onset and clinical manifestations, 
although usually abrupt, varies according to the 
age of the infected individual.** ** When the dis- 
ease develops among infants and children the 
onset is usually abrupt, with dizziness, severe head- 
ache, marked prostration, convulsions and rapidly 
developing coma. Aphasia, diplopia and various 
degrees of paralysis are not uncommon. The 
temperature is practically always quite elevated, 
usually ranging from 103 to 104°F., but in fatal 
cases reaching even higher points. Death fre- 
quently occurs in twenty-four to forty-eight hours 
after the onset of symptoms. In older patients 
the onset may not be quite so abrupt, and several 
days or even a week may elapse before the de- 
velopment of signs and symptoms indicative of 
cerebral involvement. Examination of the blood 
is not pathognomonic of the infection, since it 
simply reflects the presence of an acute infection, 
as evidenced by a leukocytosis with a predomi- 
nance of polymorphonuclear leukocytes. Exam- 
ination of the cerebrospinal fluid reveals cytologic, 
chemical and bacteriologic changes which are con- 
sistent with any form of acute encephalitis, with 
the possible exception that the total cell count is 
usually higher than that encountered in other non- 
purulent acute infections of the central nervous 
system. The total number of cells present usu- 
ally varies from 200 to 3000 per cubic mil- 
limeter, with polymorphonuclear leukocytes pre- 
dominant. It has been observed that, when the 
patient survives the infection for several days or 
recovers, the polymorphonuclear leukocytes are 
replaced by lymphocytes. 
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In view of the fact that 25 of 38 cases reported 
to the Massachusetts Department of Public Health 
had a fatal termination, one hardly need com- 
ment on the prognosis. Furthermore, many pa- 
tients who recover suffer from some disabling 
sequela. 

The appearance of a ‘disease with such a high 
mortality and morbidity rate naturally directed 
immediate attention to the possible mode of infec- 
tion. Although many of the cases of equine en- 
cephalomyelitis in human beings have occurred 
in the same area in which the virus was infect- 
ing horses, the means of human infection remains 
obscure. Simmons’’ has recently discussed this 
aspect of the epidemiology, and has pointed out 
that eight different species of Aedes mosquitoes 
have been shown to be possible vectors, yet none 
have been found to be the cause of the recent 
epidemic appearance of the infection. The do- 
mestic pigeon,”’ the gopher*’ and the tick** have 
also been shown as possible sources of infection. 

A disease accompanied by such high mortality 
and morbidity rates demands exhaustive study 
not only as to its clinical manifestations and 
possible means of treatment but also to its epi- 
demiology. It therefore becomes increasingly 
important to prove or disprove the presence 
of the virus in every suspected case. To date it 
has not been recovered from the blood or spinal 
fluid of any patient. This may be due to the fact 
that the causative agent disappears from these 
fluids with the onset of encephalitic manifesta- 
tions —this is true in the case of experimental 
animals. Therefore any suspected case should 
be reported immediately to the Massachusetts De- 
partment of Public Health in order to facilitate 
the furtherance of appropriate studies. Success 
or failure in recovering the virus from the central 
nervous system in fatal cases depends almost en- 
tirely on how much time has elapsed between 
death and the postmortem examination: the 
greater the interval in hours, the less are the 
chances for recovery of the virus. 


CELIAC DISEASE SYNDROME 


Until recently all patients presenting certain 
clinical manifestations were considered as suffer- 
ing from celiac disease. However, attention has 
been called to the fact that these symptoms may 
develop as a result of various disorders which 
interfere with the proper metabolism of food. 
Blackfan and May** have recently reported the 
clinical manifestations of 35 infants in whom an 
advanced lesion of the pancreas was found at 
necropsy. The lesion in the pancreas consisted 
in complete destruction of the normal acinar 
tissue, with replacement by inspissated secretion 
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and subsequent fibrosis, so that all normal func- 
tional exocrine tissue was destroyed. These pa- 
tients failed to do well, usually from birth, and 
developed symptoms of gastrointestinal disturb- 
ance such as diarrhea or vomiting; as debilitation 
progressed bronchopneumonia developed, and this 
was the usual cause of death. Most of the infants 
died before reaching six months of age without 
developing any more characteristic features. 
Seven patients, however, lived much longer, and 
as the disease progressed developed the features 
of the celiac disease syndrome, namely wasting, 
abdominal distention, fatty diarrhea, flat glucose- 
tolerance curves and clumping of barium in the 
small intestine as demonstrated by gastrointestinal 
roentgenograms. Even these patients, however, 
died before they were two years old. Blackfan 
and May point out that the vitamin A deficiency 
which developed in 7 patients was demonstrated 
to be secondary to impaired gastrointestinal ab- 
sorption of the vitamin. 

This report is of particular interest because it 
demonstrates another pathological basis, namely a 
pancreatic lesion, from which the celiac disease 
syndrome may develop, in contrast to those pa- 
tients presenting this syndrome in whom no un- 
derlying disease process can be found, either in 
life or at necropsy. This pathologic entity must 
be kept in mind as the basis of the symptoms of 
infants presenting gastrointestinal and respiratory 
disorders who fail to improve with ordinary thera- 
py or on the celiac diet. Furthermore, since the 
prognosis in true celiac disease is so much better 
than it is in patients suffering from pancreatic 
disease and presenting the celiac syndrome, a close 
study before the final diagnosis is established is 
necessary. 
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CASE 25341 


PRESENTATION OF CASE 


A fifty-two-year-old white married woman was 
admitted complaining of pain and soreness in the 
lower abdomen. 

Seven years before entry the patient began to 
have excessive vaginal bleeding associated with 
huge clots. Dilatation and curettage were per- 
formed at another hospital and radium treatment 
was given. There was no further bleeding until 
one year later when her menstrual periods began 
again; they were very irregular, occurring every 
two, four or six months. She continued to have 
menorrhagia and metrorrhagia, and one year be- 
fore entry she was given deep x-ray therapy (1200 
r). Following this she developed a leukorrhea 
and shortly before admission noticed a great deal 
of pain and soreness in the lower abdomen. 

Physical examination showed a well-developed 
and nourished woman in no distress. Examina- 
tion of the head and chest was negative. The 
blood pressure was 165 systolic, 120 diastolic. Ab- 
dominal examination was negative. Pelvic ex- 
amination under ether showed a wide-open cer- 
vix, with a tumor which extended to and com- 
pletely filled the external os. The tumor was 
fairly soft, smooth and movable, the end being 
necrotic. 

The temperature was 98°F., the pulse 72, and the 
respirations 20. 

The urine showed a slight trace of albumin, and 
the sediment contained 3 red cells and 50 white 
cells per high-power field. 


On the second hospital day an operation was 
performed. 


DIFFERENTIAL DIAGNOsIS 


Dr. Georce A. Leann: This patient was forty- 
five years old when she began to have excessive 
vaginal bleeding —the age when one might sus- 
pect the beginning of the menopause. We might 
expect such bleeding to come from fibroids, car- 
cinoma of the cervix, hyperovarianism, fibrosis of 
the uterus, carcinoma of the fundus or uterine 
polyps. It is the type of bleeding which to a lay- 
woman’s mind is associated with the menopause 
— excessive bleeding. This is an idea that it be- 
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hooves the medical profession to correct. The 
menopause is not normally accompanied by ex- 
cessive bleeding. Excessive bleeding means some 
pathologic condition. It may not be serious and 
may not be malignant disease, but there is some 
definite lesion. 


In this particular case the bleeding was so se- 
vere that the patient went to a hospital where 
dilatation and curettage were performed and ra- 
dium given. This fact helps but little in the 
diagnosis. She may have been given radium treat- 
ment for fibroids or any other benign condition 
or it may have been for carcinoma of the cervix. 
Since her menstrual periods began again, it is 
obvious they did not think she had carcinoma 
of the cervix because an adequate dose of radia- 
tion for this condition brings on the menopause. 
Later she had deep x-ray therapy. One wonders 
why she was given 1200 r._ If you want to sterilize 
a patient you have to give 1500 to 1800 r, and the 
usual dose for fibroids is about 1800 r. When 
x-ray therapy is used it ought to be given with 
the idea of accomplishing something. A few 
years ago I asked an x-ray department to sterilize 
a woman for me. She had had two children and 
had lost an arm with sarcoma and did not want 
any more babies. X-ray treatment was given, and 
she was assured she would have no more preg- 
nancies. After two years she had another baby. 
I call insufficient dosage poor x-ray therapy. Per- 
haps it is coincidence that this patient developed 
leukorrhea. X-ray therapy following radium, espe- 
cially after the lapse of years, might readily in- 
crease fibrosis around the uterus and thus cause 
soreness in the lower abdomen. It is not incon- 
sistent with a second radiation dose of any sort 
that the patient should complain of pelvic dis- 
comfort. 

Physical examination is as sparse as the past 
history, except as regards the local lesion. 

Sometimes excessive bleeding from the uterus is 
called vicarious epistaxis, as in cases of hyperten- 
sion, but there was not much, if any, hypertension, 
and you notice that she did not complain of bleed- 
ing but only of pain and soreness. “Abdominal 
examination was negative.” We can rule out or 
qualify the degree of pain and soreness in the 
lower abdomen by this negative examination; that 
is, there was no local tenderness. The pelvic ex- 
amination likewise showed nothing. There is a 
hiatus there. A real pelvic examination should 
include vaginal and rectal examinations without 
anesthesia to go with the negative abdominal ex- 
amination, but here we jump into an examination 
under ether, which showed a wide-open cervix. 
We do not know whether it was a nulliparous cer- 
vix or a multiparous one, but at any rate a tumor 
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was felt through it which extended to and com- 
pletely filled the external os. If we piece that to- 
gether with the bleeding which started at forty- 
five years and irradiation which did not prove to be 
very effective, it would seem to make the diag- 
nosis perfectly obvious. 

We come back for our diagnosis to the com- 
mon causes of bleeding at the time of the meno- 
pause, and the one which is commonest is fibroid 
or fibromyoma of the uterus. The history is per- 
fectly characteristic of a submucous pedunculated 
fibroid or uterine polyp. However, uterine bleed- 
ing may occur in cases with tumors of the ovary, 
particularly following radium treatment, so the 
first part of the history fits perfectly well with 
either a pedunculated fibroid, a submucous uterine 
polyp or a tumor of the ovary. When we come 
to the physical examination we must assume that 
she had a pedunculated uterine tumor. Could it 
be an adenocarcinoma? An adenocarcinoma may 
be necrotic at the tip and the patient may give 
a history similar to this, but I should expect that 
she would have had bleeding at the time of entry 
and not just pain and soreness. If this is a true 
and detailed history and examination of the pa- 
tient, I believe she had multiple fibroids of the 
uterus, one of which was a submucous pedun- 
culated fibroid. She should have been operated 
on promptly and a clean sweep made of the pel- 
vic organs. 

Dr. Jor V. Meics: The chief reason this case 
was presented was to show the importance of 
curettage before radiotherapy even if one had been 
negative seven years before. At operation the 
cervix was first examined from below. It proved 
to be considerably dilated, and the tip of a pedun- 
culated tumor mass could be readily felt through 
it. Fragments of this were removed for frozen- 
section diagnosis but showed such extensive necro- 
sis that Dr. Mallory was unable to make a diag- 
nosis and could only say that there was no evi- 
dence of carcinoma. 

The abdomen was then opened, and a consid- 
erably enlarged uterus was found. It was note- 
worthy that the enlargement was chiefly in the 
cervical segment. The ovaries were small and 
atrophic, the tubes negative. A total hysterectomy 
was done. 


CurnicaL Dracnosis 


Submucous leiomyoma. 


Dr. LeLann’s Diacnosis 


Multiple fibromyomas of the uterus, including a 
submucous pedunculated fibromyoma. 
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ANATOMICAL DrAGNosis 


Leiomyosarcoma of the uterus. 


Patuo.ocicaL Discussion 


Dr. Benyamin CastLteMan: When the uterus 
was opened a large, soft, sessile, polypoid mass 
was found adherent to the fundus, extending into 
the right corner and dangling down into the 
cervical segment almost to the external os. It 
was about 5 by 4 by 4 cm. in size. On section 
there was frank necrosis of the lower pole.. The 
remainder of the tumor presented a more varied 
appearance than is usual for a fibroid. Parts of 
it were firm and fibrous, others soft and appar- 
ently myxomatous, and still others hemorrhagic. 
Fixed sections showed evidence in some places of 
benign leiomyoma, but in other areas unquestion- 
able leiomyosarcoma. The findings fit the theory 
that these myosarcomas frequently, perhaps usu- 
ally, result from a sarcomatous change in a pre- 
existing benign fibroid. There are some people 
who believe that such a change never occurs, that 
a leiomyosarcoma originates as a leiomyosarcoma, 
but I think the sections in this case certainly favor 
the first hypothesis. This has been true of the 
majority of cases of uterine leiomyosarcomas which 
we have seen in this laboratory. 


Do you want to give the follow-up, Dr. Meigs? 


Dr. Metcs: Two years later she developed a 
mass in the right upper quadrant encircling the 
ureter and blocking the kidney. She had occa- 
sional fever and occasional pain in the right flank. 
We were unable to remove the tumor, and she 
has since had x-ray treatment, to which she has 
responded very well. Six weeks following the last 
X-ray treatment you could not feel the tumor in the 
right upper abdomen. I am confident, however, 
that it will come back. 


Dr. Atrrep Kranes: What was the original diag- 
nosis following dilatation and curettage? 


Dr. Meics: Hyperplasia of the endometrium. 


Dr. Letann: I agree with Dr. Meigs on the 
question of diagnosis prior to x-ray. I do not be- 
lieve that x-ray should ever be given without a 
positive diagnosis, and I do not consider that a 
clinical diagnosis is sufficient. I shall go back 
still farther and say that this patient should have 
been operated on one year after radium treat- 
ment. Radium treatment was given to stop the 
bleeding and bring on the menopause. As this 
was not accomplished, there was something go- 
ing on which should have then had the advantage 
of surgery. 


d 

. 
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PRESENTATION OF CASE 

A fifty-two-year-old unmarried telephone oper- 
ator was admitted complaining of vaginal bleed- 
ing. 

Seven years before admission, although she had 
previously had regular normal periods, she be- 
gan having an almost steady flow which lasted 
for a year. Dilatation and curettage were per- 
formed at another hospital, and she was then given 
fifty hours of x-ray treatment over a two-year 
period, following which there was no flow for 
about a year. From that time until entry she 
had very irregular staining, sometimes flowing, 
associated with hot flashes, sweating and weak- 
ness which were not helped by endocrine therapy. 
She had recently had a period of increased flow 
lasting two weeks, associated with the passage of 
some black material. She bruised very easily. Her 
past and family histories were noncontributory. 
Her catamenia had been normal until the onset 
of her present illness. 


Physical examination showed a well-developed 
and nourished woman. Examination of the head 
was negative. The heart was enlarged to the left, 
but there was no evidence of cardiac weakness. 
The blood pressure was 185 systolic, 150 diastolic. 
Abdominal examination was negative. The pel- 
vic examination showed a small clitoris. The cer- 
vix was small. The uterus was not very large 
and was movable; there was a questionable slight- 
ly tender mass on the left side. 

The temperature was 98°F., the pulse 80, and 
the respirations 20. 

Examination of the urine was negative. A 
phenolsulfonephthalein kidney-function test was 
negative. The blood showed a red-cell count of 
3,980,000 with 75 per cent hemoglobin, and a white- 
cell count of 6700 with 56 per cent polymorpho- 
nuclears. The basal metabolic rate was +7 per 
cent. An electrocardiogram showed slight inver- 
sion of T1 and low Te and Ts. 

On the fourth hospital day an operation was 
performed. 


DIFFERENTIAL DIAGNosis 


Dr. Somers H. Sturcis: This patient when she 
was forty-five years old had a sudden onset of a 
steady flow which lasted for a year. There are 
three categories into which the diagnosis of bleed- 
ing might fall at this age. The first is functional 
bleeding due to failing ovaries. At the time of 
the menopause’s approach, the ovaries gradually 
become exhausted and one of the first characteristic 
features of ovarian failure is lack of ovulation. 
With failure to ovulate there not infrequently de- 
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velop one or more follicular cysts. Attendant on 
this cyst formation there is a steady production of 
estrin associated with hyperplasia of the endo- 
metrium, and as a result, menorrhagia frequently 
occurs. In the absence of any other causes for 
menorrhagia such bleeding is put down as func- 
tional bleeding due to failing ovarian function. 
The second category of bleeding at this age is 
that due to benign tumors of the pelvic organs, 
and the third obviously is that caused by malig- 
nant tumors. At this age then a year’s steady flow 
demands an immediate dilatation and curettage for 
diagnostic purposes. This was performed at an- 
other hospital. Such a procedure should lead to 
a diagnosis, and the treatment attendant on that 
diagnosis should give us some indication into 
which of the three categories of bleeding this case 
might fall. 

If the pathologist was confident that the curettage 
ruled out malignancy it may well have been justi- 
fiable to have given this patient a small sterilizing 
dose of x-ray or radium. If, however, the curet- 
tage established the presence of a malignant growth 
it is conceivable that massive doses of deep ther- 
apy were given to control a tumor that was judged 
inoperable. We are told that following the curet- 
tage she was given fifty hours of x-ray treatment 
over a two-year period. Unfortunately such data 
give us no clue as to the actual dose of radiation. 
X-ray dosage is figured in roentgens dependent 
on the amperage of the machine employed, and 
it is impossible to tell anything about the size of 
dose used here. The only inference I can make 
is that since the treatments were extended over a 
two-year period the dose per treatment cannot have 
been very great. 

After this treatment she had no flow for about 
a year. This brings us up to a time four years 
before her admission when she started to have 
irregular staining and flowing, with hot flashes, 
sweating and weakness. I think it is fair to as- 
sume that if she had a year of amenorrhea, asso- 
ciated with other typical and characteristic symp- 
toms of the menopause, following x-ray treatment 
that the latter destroyed the remaining ovarian 
function and produced a true menopause. Of 
course it is possible at forty-nine years that she 
merely had a normal menopause. Certainly fol- 
lowing x-ray treatment these symptoms can only 
be explained by menopausal symptoms showing 
complete ovarian inactivity. The fact that these 
symptoms were not helped by endocrine therapy 
indicates to me that in all probability this patient 
did not have a sufficient amount of therapy. Hot 
flashes and so on can always be controlled by 
large doses of estrin, but such treatment is often 
impractical; it is, for one thing, very expensive 
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and it is all too probable that this telephone 
operator was not in a position to afford treatments 
which, to be adequate, would have cost her per- 
haps fifteen dollars a month. 

Just before admission she had increasing flow 
for two weeks and passed some black material. 
Of course the latter might have been clots. We 
also think of products of conception, but we can 
throw this out since we have assumed that she 
had a true menopause and it therefore seems im- 
probable that she could have had a miscarriage. 
Black material likewise might have been necrotic 
tissue thrown off from some malignant growth. 

On entry she was a well-developed and nour- 
ished woman, in spite of the history going back 
seven years. The heart was enlarged and she 
had a high diastolic pressure. On pelvic examina- 
tion the cervix was small. In view of that state- 
ment I think it is fair to assume that there was 
no gross evidence of malignancy. The uterus was 
not very large, it was movable, and there was a 
questionable slightly tender mass on the left side. 

Laboratory examinations showed a normal 
kidney-function test. I am surprised to find that 
the kidneys functioned normally with a hyper- 
tension of 185 systolic, 150 diastolic. Certainly 
if this hypertension had been in existence for 
some time one would expect some evidence of kid- 
ney damage. Perhaps the normal kidney-function 
test justifies us in assuming that the hypertension 
was of relatively short duration. She had a slight 
anemia, and her white-cell count was normal. 
An electrocardiogram showed slight inversion of 
Ti and low Tz and Ts, which I assume is cor- 
roborative evidence of cardiac disease. On the 
fourth hospital day an operation was performed. 

In summary then this fifty-two-year-old woman, 
six years before her present admission, had had a 
diagnostic dilatation and curettage for a year of 
steady bleeding. Following this she had x-ray 
treatment. The menopausal symptoms which 
came on four years before admission following 
this treatment indicate in all probability that the 
irregular bleeding that returned and _ lasted to 
entry cannot be ascribed to partial reactivation 
of ovarian function. Sometimes x-ray treatment 
fails to knock out completely the ovaries and 
functional bleeding may at times recur after x-ray 
treatment. In this case, however, the appearance 
of irregular staining certainly cannot be a return 
of functional bleeding due to partial ovarian ac- 
tivity since characteristic menopausal symptoms 
came on. 

I think there are two alternative explanations 
of the story: the original cause of the bleeding 
seven years before entry was either some sort of 
tumor that was not adequately controlled by the 
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x-ray treatment and recurred a year or so after- 
ward to produce more bleeding or was a benign 
condition which was adequately controlled but was 
followed three years later and four years before 
admission by the development of a new lesion 
that caused another train of symptoms. It is rea- 
sonable to exclude any inflammatory condition 
since, although there was a tender mass or a ques- 
tionable mass in the left vault, the white count 
does not bear out the possibility of pelvic inflam- 
mation. I think we can also exclude hypertension 
in itself as a cause for this seven years’ bleeding. 
Such hypertension might easily explain why she 
bruised easily. However, I do not believe that 
she could have had this hypertension for seven 
years without showing some evidence of renal dis- 
ease. Dr. Leland has mentioned the fact that hy- 
pertension can cause menorrhagia or metrorrhagia. 
It is perfectly true that this woman’s hypertension 
might have accentuated or emphasized bleeding 
from some other condition, but it is fair to exclude 
hypertension as the sole cause for this picture. 
Therefore, the differential diagnosis in this case 
seems to come down to the type of pelvic neo- 
plasm, whether benign or malignant, that can best 
explain the symptoms. 

If the first hypothesis is correct, that is that the 
same condition existed from the start of this 
woman’s illness and was temporarily controlled 
by radiation but recurred later, certainly this dura- 
tion of seven years is in favor of a benign tumor. 
Uterine fibroids or polyps would perhaps be the 
most frequent cause of bleeding of this sort. It 
is almost characteristic of submucous fibroids in 
the uterus not to respond well to x-ray treatment. 
The fact that the uterus was not very large leaves 
us the possibility of a submucous fibroid or endo- 
metrial polyp which could quite well explain the 
whole picture except for one questionable detail, 
namely the slightly tender mass in the left side. 
This mass might have been a cyst in the ovary. In 
functional or benign uterine bleeding occurring at 
the menopause, as mentioned before, it is not at 
all infrequent for the ovaries to develop follicular 
cysts; but if the patient really had adequate x-ray 
treatment, I should be surprised to find cystic 
ovaries still present seven years or five years after 
such treatment. However, I cannot entirely ex- 
clude the possibility of follicular cyst of the ovary, 
with submucous myoma or an endometrial polyp. 

Let us go back to the second hypothesis that 
the original bleeding could be explained on a 
benign basis and that the second onset of bleed- 
ing four years before entry was caused by a malig- 
nant growth. By decreasing the duration of her 
final disease to four years, we have opened up the 
possibility of malignancy of the pelvis. Adeno- 
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carcinoma of the fundus or adenoacanthoma of 
the endocervix or endometrium seems to me un- 
likely for the reason that these tumors are rapidly 
growing; in four years’ time we should certainly 
not expect this woman to be well developed and 
nourished. The fact that we have a fifty-two-year- 
old woman who had the menopause at least four 
years before and who entered with a story of 
bleeding might suggest to us a granulosal cell tu- 
mor. Such a tumor by secreting estrin, the ovarian 
hormone, would build up a hyperplastic endo- 
metrium which then might well cause irregular 
flowing. However, we must remember that she 
had had menopausal symptoms; a functioning 
granulosal cell tumor secreting estrin would at 
the same time inhibit or prevent the appearance 
of these symptoms, hence a granulosal cell tumor 
seems to be unlikely on this account. 


Finally there is the possibility of carcinoma of the 
fallopian tube. Such a tumor might well stay 
encapsulated within the tube for a considerable 
length of time. Irregular staining, sometimes flow- 
ing, could result from blood’s passing down the 
tube into the uterus. The passage of black ma- 
terial could be due to direct extension or inva- 
sion of the myometrium or the throwing off of 
necrotic tissues from the tumor in the tube. Car- 
cinoma of the tube would not necessarily invade 
the surrounding structures or fix at an early stage 
the pelvic organs to the lateral ligament. It is 
possible, therefore, that even after a duration of 
four years the uterus might still be slightly mov- 
able. The explanation of the symptoms in this 
case, therefore, could be as follows. Seven years 
before entry this woman had failing ovarian func- 
tion with benign uterine bleeding, adequately con- 
trolled by extended x-ray treatment over two years. 
Four years before entry, however, a carcinoma of 


the left tube, developing slowly, started to cause 
irregular spotting and staining, gradually increas- 
ing to time of entry when this tumor had prob- 
ably invaded the uterus or myometrium. 

The most probable diagnosis in this case seems 
to be either benign uterine bleeding associated 
with submucous myoma and follicular cysts of the 
ovaries or benign uterine bleeding followed by the 
development of carcinoma of the fallopian tube of 
not more than four years’ duration. I think the 
diagnosis of benign tumor is less likely than the 
second hypothesis, and I am inclined to make 
diagnoses, therefore, of hypertension and adeno- 
carcinoma of the left fallopian tube. 


CurnicaL DraGNnosis (PREOPERATIVE) 
Menorrhagia. 
Dr. Sturcis’s DiacNnoses 


Adenocarcinoma of the left tube. 
Hypertension. 


ANATOMICAL DIAGNosIs 


Leiomyomas of the uterus, multiple, serosal and 
submucous. 


PATHOLOGICAL DiscussION 


Dr. Tracy B. Mattory: This patient was ex- 
plored by Dr. Joe V. Meigs who found a slightly 
enlarged uterus with numerous small pedunculated 
fibroids. Presumably one of these was the mass 
felt in the left vault. The tubes were negative, 
and the ovaries small and fibrotic. A total hyster- 
ectomy was done, and when the uterus was 
opened after the operation, a submucous fibroid 
with an eroded, partially necrotic tip was found 
which without much doubt was the source of the 
persistent bleeding. She made a rapid convales- 
cence without complications from her hypertension. 
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MATERNAL HEALTH AND 
SUPERVISION IN A RURAL AREA 


In April, 1939, the Milbank Memorial Fund pub- 
lished the results of a study under the above cap- 
tion conducted by Dorothy G. Wiehl and Kath- 
arine Berry.* This study is one of a series in the 
development of a broad health program in Cat- 
taraugus County, New York, which began in 1923. 


Early in this movement emphasis was given to 
the application of proved health measures, includ- 
ing those pertaining to tuberculosis and health in- 
struction for the care of infants. Certain  sig- 
nificant facts indicated the need for remedial meas- 
ures, for in 1926 and 1927 the resident infant mor- 
tality in the rural districts of this county aver- 
aged 53.5 per 1000 live births and nearly 80 per 


*Wiehl, D. G., and Berry, Katharine: Maternal health and supervision 
in a rural area. Milbank Memorial Fund Quarterly 17:172-204, 1939. 
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cent of the deaths resulted from childbirth, con- 
genital diseases or other conditions of early in- 
fancy, the most important being premature birth. 
These facts indicated the need for information 
concerning the quality and availability of medical 
and nursing services for maternity patients. This 
study was conducted in the period from September, 
1929, to June, 1932, under the auspices of the 
United States Public Health Service, the Milbank 
Memorial Fund and the local health department. 

The area covered included families in five town- 
ships in the central part of the county, with reg- 
ular visits by the investigator about every three 
months for information respecting illness, medical 
care and health supervision. Specific informa- 
tion about prenatal care, delivery, and postpartum 
health and care was obtained with a follow-up 
history of living infants. 

During the study 213 women reported one preg- 
nancy, 45 two, and 3 three, a total of three hun- 
dred and twelve, with 278 live births (5 of which 
were multiple), 13 stillbirths and 21 abortions. Any 
termination of pregnancy with a duration of less 
than twenty-seven weeks was considered an abor- 
tion. Ten live babies and 3 dead ones were deliv- 
ered before the ninth month of gestation; these 
with the 21 abortions make a total of thirty-four 
pregnancies terminated before full term. Exclud- 
ing abortions the frequency of premature births 
was 4.4 per 100 births, while the figure for New 
York, exclusive of New York City, was 5.5 but 
included stillbirths after only five or six months’ 
gestation. 

The stillbirth rate of 41.7 per 1000 total births 
during the study is much higher than that of the 
resident stillbirth rate of 32.2 in the entire rural 
Cattaragus County for 1930-1931. The  cor- 
rected stillbirth rate for these five towns is 54.5, 
arrived at by including deliveries of inhabitants of 
the area temporarily outside. This high rate seems 
to be typical of this group of towns. The rate of 
deaths of children in early infancy in this five- 
town area seems to coincide with that in the rest of 
the rural area of the county. 

So far as health facilities are concerned, three 
physicians lived in these five towns, others were 
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available in adjacent villages and in Salamanca, 
and no family lived more than ten miles from a 
doctor. A hospital above the northern and one be- 
low the southern border of this area were avail- 
able, but neither maintained a maternal clinic or 
free-bed service. The public-health nurses on the 
staff of the county hospital gave the only service, 
because of the vacancy in the office of medical 
director during the period under study. The pre- 
natal service consisted of educational visits to the 
home, but no blood pressures or urinalyses were 
done. Physicians were supplied nursing assistance 
at delivery, if requested, and limited postpartum 
care was provided as indicated. 

Visits to maternity patients in 1926 varied from 
8 to 13 per cent, depending on the existence 
of a medical director to plan and_ supervise 
the maternal program. During the period of this 
survey nurses’ visits began in the first trimester 
in 90 cases, in the fourth and fifth months in 
56, in the sixth and seventh months in 57, in the 
eighth month in 19 and in the ninth month in 8, 
but 62 had no prenatal care. Forty per cent of 
the prospective mothers either had no supervision 
or made only one visit to the doctor for prenatal 
care, but 51 per cent who registered with a physi- 
cian before the fourth month made repeated visits. 
Obviously many opportunities for prenatal care 
were missed, but whether the inadequacy was due 
to the physician or to the patient is not made 
clear. Although it was the custom of physicians 
to make a urinalysis on each visit by the patient 
19 per cent had had no urinalyses and 9 per cent 
had had only one specimen tested. 

Tables relating to prenatal care show that only 
24 women had been visited by the nurse before 
any prenatal medical care had been given, and 18 
of these later visited a physician, hence it is shown 
that case finding and advice do not accomplish 
all that is desired in bringing pregnant women 
to the doctor. Even the experience of pregnancy 
does not seem to lead a large proportion of pros- 
pective mothers to secure preliminary medical serv- 
ice, for of 69 multiparous women in this series 19 
per cent had no medical care for the current preg- 
nancy, but figures are presented showing that the 
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influence of the nurse can increase the number 
of visits to the doctor. 

The relation of the economic status to the quality 
of medical care for pregnant women is shown 
in this study by the finding that those in the 
higher income brackets received better care and 
that those who received less were found in increas- 
ing numbers as the economic status was lowered. 
Another factor entering into the disposition of the 
patient to secure prenatal care is that a woman 
who had passed through several pregnancies with- 
out mishap was less inclined to regard prenatal 
care as necessary as compared with the primipara 
who was more easily influenced. 

An interesting feature of this report is the list 
of twenty-four illnesses that were found to af- 
flict the pregnant women. Edema leads with 103 
cases, then varicose veins 60, albuminuria 10, and 
abnormal conditions of the kidneys 7. There were 
only 2 cases of hypertension, syphilis, heart dis- 
ease and goiter; and only 1 of diabetes, with sev- 
eral of less importance. Only 1 case of eclampsia 
is recorded. Of the mothers, 1 died because of 
an abortion, and 1 from “scarlet fever.” 

Two hundred and fifty-five were delivered at 
home, 23 in a maternity home, and 34 in a hospital. 
Among the 287 cases with complications of labor, 
there were 64 forceps cases, 9 versions, 6 breech 
deliveries and 3 cesareans. 

Complete maternity service included postpartum 
examination within six weeks, but of 267 women 
in the series, 78 per cent were given no postpartum 
medical examination. This indicates the need for 
educational work with doctors as well as with 
the laity. 

In the list of complications after confinement 
there is evidence indicating that these women too 
often accepted poor health after childbirth as a 
natural sequence and that the mother’s attention 
to the needs of her child often diverted her atten- 
tion from her personal health problems. 

As one reads the record of this carefully con- 
ducted survey it is fair to state that the medical 
and nursing care of the pregnant women in these 
five towns at that time was far below the ac- 


cepted standards of the profession. It may be 
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that, under the stimulation of the information 
conveyed in this report, conditions are now better. 
A later report will be of interest to physicians 
and public-health officers. 


THE SCIENCE OF PREPAREDNESS 


A crim reminder of the probable impact of 
modern warfare on the civilian population is fur- 
nished by a recent account of the plan through 
which another industrial plant can be instantly 
converted to war purposes. In England, accord- 
ing to this account, prospective blood donors in 
the event of a national calamity are grouped, 
catalogued and cross-indexed. From these donors 
blood can be taken without delay, citrated and 
stored in designated refrigerating plants. 

The unique feature of the plan is that for stor- 
age and transportation the facilities of the large 
milk-distributing centers have been made avail- 
able and have been organized for the purpose. The 
setup seems ideal, with four prime factors already 
fundamental parts of the industry — suitable con- 
tainers in pint and quart sizes; machinery for 
cleansing and sterilizing the containers; refrigera- 
tion at temperatures above the freezing point; and 
rapid transportation under conditions of refrigera- 
tion. 

Presumably the delivery of milk even during 
an emergency will be continued, and it is also 
to be presumed and fervently hoped that the de- 
mand for citrated blood will not turn the de- 
livery of milk entirely out of its normal course. 
The two will probably work out their destinies 
along parallel lines and in the same delivery trucks. 

Here will come opportunity for the English 
to exercise their well-known flair for adaptability 
under difficult circumstances. Despite the identi- 
cal characteristics of the bottles on a cold and 
dark winter’s morn with London, perhaps, blacked 
out, there will be no consanguinity of contents. 
The housewife cannot be expected to view with 
equanimity the appearance of a quart of blood 
on her back stoop in place of the accustomed 
Guernsey, nor will even a British surgeon accept 
complacently a pint of medium cream for an in- 
travenous pick-me-up. 
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INVERSION OF THE UTERUS 


Mrs. C. O’D., a twenty-six-year-old para II, was 
advised to enter the hospital on January 23, 1933, 
because she was one month past term. 


Her family history was negative, as was her 
past history, except for the usual childhood condi- 
tions such as chickenpox, measles and whooping 
cough. Catamenia began at twelve, were regular 
with a twenty-eight-day cycle and lasted six to 
seven days. Her last period began on March 15, 
1932, making the expected date of confinement 
December 22. Her first pregnancy had been termi- 
nated by a low-forceps delivery in September, 1931. 
The puerperium was uneventful. Her present 
pregnancy had been normal in every respect. 


On the morning of January 24, 60 cc. of castor 
oil was given, followed later by an enema. Labor 
began late that day and progressed normally but 
rather slowly until 8 a. m., January 25, when the 
cervix was fully dilated. An hour later a full 
term female child weighing 7 pounds, 10 ounces, 
was delivered with the aid of a small medio- 
lateral episiotomy. The cord seemed very short 
and after clamping and cutting it retracted to 
the vulva. Following the delivery, the fundus 
could not be felt. After the repair of the episiotomy 
the placenta appeared at the vulva. Gentle manip- 
ulation by the Credé method caused the placenta, 
still attached to the fundus, to present through 
the vulva. Up to then there had been no bleed- 
ing. The patient was immediately put under deep 
anesthesia, and the placenta peeled off the in- 
verted fundus. A catheter was placed about the 
neck of the inversion and held by a Kelly snap. 
This effectively controlled all the fundal bleeding 
while preparations were made for reposition of 
the inversion. The replacement was readily ac- 
complished, and the uterine cavity packed with 
a large strip. One thousand cubic centimeters of 
5 per cent glucose was started intravenously to 
combat mild shock. The blood pressure never 
dropped below 100 systolic, 70 diastolic, although 
the pulse did rise to 140 and remained elevated 
for several hours. Posterior pituitary extract and 
ergot were given after the replacement, and the 


*A series of selected case histories by members of the section will be 
published weekly. Comments and questions by subscribers are solicited 
and will be discussed by members of the section. 
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fundus remained well contracted. The pack was 
removed thirty-six hours later. 

The postpartum course was uneventful, and dis- 
charge examination on the nineteenth day revealed 
the fundus in position, somewhat subinvoluted, 
and the rest of the pelvis negative. 


Comment. A possible cause of the inversion was 
the length of the cord. It was found to measure 
but 25 cm., and since the implantation was mod- 
erately high on the left side of the fundus, there 
was probably a pull as soon as the head was de- 
livered. The placenta’s being attached to the in- 
verted uterus indicated a rather firm implantation. 

The use of the catheter as a tourniquet to con- 
trol the hemorrhage during the time necessary 
to prepare for replacement undoubtedly saved 
much valuable blood and is a good point to keep 
in mind in these cases where hemorrhage and 
shock so often play a disastrous part. 


DEATHS 


COOLIDGE — Atcrrnon Coo.ince, M.D., of Boston, 
died August 16 at the age of seventy-nine. 

Dr. Coolidge received his degree from the Harvard 
Medical School in 1886. After two years’ study in Vienna, 
he practiced in Boston and became a noted laryngologist. 

In 1921, he became a trustee of the Massachusetts Gen- 
eral Hospital where he had been chief laryngologist since 
1893. Dr. Coolidge served as professor of laryngology at 
Harvard and became professor-emeritus in 1925. 

He was a member of the Massachusetts Medical Society, 
the American Climatological Association, and the Amer- 
ican Laryngological Association, of which he was a for- 
mer president. 

His widow, a daughter, two sisters and a brother sur- 
vive him. 


MAINS — Cuartes F. Mains, M.D., died August 17 at 
at the age of sixty-seven. 

After graduating from the Harvard Medical School in 
1896, he practiced medicine in Dorchester for forty-three 
ears. 

: Dr. Mains was a member of the Massachusetts Medical 
Society and the Dorchester Physicians’ Club. 
His widow and a daughter survive him. 


ARTHRITIS* 


Arthritis is a disease of the joints. Changes take place 
within the joints which interfere with normal use, and 
the sufferer has pain, swelling and usually stiffness of the 
joints. There are many causes for this disease. Thus, 
arthritis is usually not one disease, but the evidence in the 
joints of several disorders of the body. Sudden, severe 
inflammation of a joint we call acute arthritis. A slowly 
developing, mild inflammation of the joints which lasts 
months or years we call chronic arthritis or chronic rheu- 
matism. A neglected or carelessly treated acute arthritis 
becomes chronic, and crippling may result. The chronic 
condition is more important because sometimes it causes 


*A “Green Lights to Health’’ broadcast given by Dr. Francis C. Hall 
on Wednesday, June 14, and sponsored by the Public Education Committee 
of the Massachusetts Medical Society and the Massachusetts Department 
of Public Health. 
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little pain, and it can cripple before a person wakes up to 
what is happening. 

Acute arthritis is usually caused by one of three things: 
certain kinds of germs or bacteria, such as those associated 
with pneumonia, sore throats, social diseases, and so forth; 
a fall or a blow, or overwork; or chemical agents, as in 
gout or gouty arthritis. Sudden, severe attacks of acute 
arthritis in men are occasionally due to this last disease, 
which seems to be associated with diet. 

A patient suffering from acute arthritis must be put to 
bed. Indeed, he is so uncomfortable that he usually goes 
to bed voluntarily, and asks for relief of pain. His joints 
should be kept quiet in splints part of the time. Local 
treatment to the joints should be given, and a persistent 
search should be made for the cause. This cause should 
be attacked and, if possible, removed. Sometimes. this 
means draining a joint surgically or later removing a fo- 
cus of infection like the tonsils. It may mean the use of 
drugs like sulfanilamide for certain types of infection or 
the drug colchicine for gout. It may require a careful 
study of the diet as well. It certainly will mean avoidance 
of use of the affected joints until they have quieted down 
in order to prevent a chronic arthritis from developing, 
with resulting joint damage. 

It is chronic arthritis that is especially important from 
social and economic points of view. This oldest of 
known diseases flourishes in all the densely populated 
regions of the world, but especially in the temperate 
climates. Except for mental disease, it causes more dis- 
ability than any other disease. More people are affected 
by chronic arthritis than the number of all the people in 
the United States suffering from tuberculosis, diabetes 
and cancer combined. There are 140,000 people in Mass- 
achusetts alone suffering from this disease that does not 
kill, but often cripples. The economic loss resulting from 
this invalidism is enormous. Only since the War has this 
situation regarding chronic arthritis been appreciated, and 
many workers are now trying to awaken people to the 
realization that something must be done to correct this 
condition by stirring up the interest of the public, and 
getting further help, in order to lighten the suffering and 
lessen the economic burden of the taxpayers. 

Chronic arthritis can be divided into two main groups: 
those types of arthritis in which the cause is known, and 
those in which it is not. In addition, there are patients 
who have aches and pains in muscles and joints, and who 
think they have arthritis, but who really do not. Rather, 
these pains’ may be due to one of the five following 
causes: physical exhaustion; worry and unhappiness; pos- 
tural joint strain or standing in a drooping posture; thy- 
roid gland deficiency; or the glandular readjustment in 
women at the change of life, which is associated with the 
characteristic symptoms of that time. These conditions 
can usually be cured by appropriate treatment. 

The types of chronic arthritis of which the causes are 
known may arise from infections like dysentery, pneu- 
monia and the social diseases, gout, overuse or strain of 
the joints, or certain rare conditions. The infections may 
be present in the joints, or the joint may be inflamed 
from the poison produced by infections elsewhere in the 
body. These various infections comprise a long list of 
possibilities. The infection must be found, identified, 
and then removed or treated with drugs or in some man- 
ner consistent with our knowledge of that particular dis- 
ease. The principle of treatment is the same as in the 
treatment of acute arthritis. Gout may be chronic as well 
as acute; it must be recognized, and a proper diet and 
proper medication prescribed. 

Mechanical irritation or trauma, as we call it, is a 
known cause of chronic arthritis. People who use certain 
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joints excessively due to the nature of their work or to 
overweight, people who use joints incorrectly or out of 
line, and people who injure joints from time to time and, 
instead of giving them proper time to heal, keep on using 
them, frequently develop changes in these joints which 
may cause chronic pain and disability. We all develop 
some of these changes in our joints as we get old for 
these reasons. The best treatment for these conditions, 
and the best way to preserve these joints for long years of 
usefulness, is to try to prevent this too early wearing out 
of joints by standing, walking and sitting in a proper 
posture, by keeping our weight down to normal and by 
taking care not to injure or overuse painful joints. Once 
severe damage to the joints occurs, they can never be 
brought back to normal, though much can be done to 
improve function, If injury of joints by these ways 
could be treated as early and as effectively as wounds and 
fractures are treated, the results in prevention of crippling 
would be much better than they are now. Even when 
crippled, the orthopedic surgeon can often do much by 
surgery and appliances to make these joints much more 
useful and to relieve their pain. 

There are three types of chronic disease associated with 
arthritis whose exact cause is not known. Therefore we 
have no single cure for them. We do know a great deal 
about the nature of these diseases, and we believe that 
with our present limited knowledge we can help nature 
to arrest the disease in a large percentage of cases. These 
diseases are rheumatic fever, hypertrophic arthritis or de- 
generative joint disease, and atrophic or rheumatoid 
arthritis. 

Rheumatic fever is a disease of children and young 
adults. While arthritis is frequently present and may be 
severe, it usually subsides, leaving normal joints. This is 
partly due to the fact that the patient is in bed, is running 
a fever and is not allowed to use these joints. The doc- 
tor’s chief fear is that his patient with rheumatic fever 
will suffer injury to the heart, for this disease is the chief 
cause Of heart disease. These patients often become 
crippled because of the damage to the heart, but not be- 
cause of damage to the joints. 

Hypertrophic arthritis or degenerative joint disease is 
a disease occurring most often in robust people over forty 
years of age. It begins in the cartilage lining the joint, 
which appears moth-eaten. It is only slowly progressive 
and has none of the signs of infection or inflammation, 
but considerable evidence that mechanical irritation or 
wear and tear play a major role. There are many con- 
tributing factors playing minor roles. This type causes 
varying degrees of pain, causes enlargement of joints, but 
is not a severely crippling type of disease. These patients, 
like others, need study, correction of all contributing fac- 
tors, and proper care of the joints. 

Atrophic or rheumatoid arthritis is the most dreaded 
type of arthritis because it is the severely crippling type. 
This type occurs in people under forty, especially in 
women. It begins gradually, usually in people with great 
worries, in people who overwork, who have slept too little 
or who are depleted by a series of infections. This type of 
person works until he drops, driving himself on in spite of 
sore joints. At first there is mild joint inflammation (swell- 
ing, pain), and later permanent changes in the joints 
occur. The disease may go on for years, getting better 
and then getting worse. The end result is deformity or 
stiffening of the joints. Yet this end result is usually not 
necessary. Taken early, and treated wisely, many of these 
sufferers have the disease stopped even though we may 
not know its exact cause. Proper care of the patient, 
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proper care of his joints, and correction of these factors 
which contribute to the patient’s poor health are reward- 
ing, but the treatment must go on for months. Supervision 
of the patient for years is necessary to prevent the disease 
from coming back. 

* * * 


Q. In all these different kinds of arthritis, what are the 
most important things for a patient to do to prevent 
crippling and to get well? 


A. The patient must give up the idea of a quick, spe- 
cific cure. Only a small percentage of patients have a 
type of disease for which a specific drug can be given 
with expectation of a quick cure. Vaccines and sulfur 
have no proved value. If the patient does the proper 
thing quite early in the disease, however, there may be 
a quick cure. He must get plenty of sleep, a good diet 
and, above all, stop using the joints. These should be 
kept quiet, often for many weeks. If this is done early 
in the disease, before the joint is damaged, he should do 
well. He should keep in touch with his doctor so long 
as any arthritis is present. 


Q. Is nothing being done to meet this terrible scourge 
of chronic arthritis in the world? 


A. Yes, much is being done. Some twenty-five coun- 
tries have formed societies for the study and control of 
rheumatic diseases. They have international meetings for 
the exchange of ideas. Our American society has stimu- 
lated research in arthritis in hospitals, the formation of 
arthritic clinics and the exchange of knowledge through 
publications and meetings. We are trying to interest 
laymen and laywomen in joining and contributing money 
to the cause so that we may prevent serious disease from 
occurring by treating it vigorously early in the disease 
before crippling occurs. With more money, more hospi- 
tal facilities and more co-operation we could do much to 
correct this condition of 140,000 sufferers from chronic 
arthritis in Massachusetts, even with our present knowl- 
edge, just as was done in the campaign to stop tuber- 
culosis. 


RESOLUTIONS 


The following resolutions were adopted by the 
Executive Committee of the Senior Staff of the Bos- 
ton City Hospital at a meeting held on August 10. 


Rosert C. Cocurane, 
Secretary pro tempore. 


GEORGE PHILLIPS REYNOLDS 


George Phillips Reynolds, junior visiting physician, 
died on June 6, 1939. Dr. Reynolds was the fourth of 
his family in direct line to play a distinguished part in 
medicine in Boston. Handicapped from early childhood 
by a damaged heart, he brought to his patients a sym- 
pathy and quick understanding distilled from personal 
suffering. Indeed his own experience gave him an insight 
into the problem of psychological adjustment to physical 
disability which he utilized to great effect. In his teach- 
ing, his writing and his own practice he emphasized con- 
sideration of the whole man and the environment in re- 
lation to the patient’s symptoms. He was actively inter- 
ested in the social service aspect of medicine and in co- 
ordinating it with the clinical work at the Boston City 
Hospital. He gave much to the hospital and his loss will 
be felt far beyond the confines of those who knew him 
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personally. The Staff will always revere the memory of 
kis devotion, his kindliness, his ability and his courage. 


PAUL THORNDIKE 


Paul Thorndike was born in Beverly, Massachusetts, in 
1863. He received his preliminary education in the West 
and graduated from Harvard College in 1884, being given 
his medical degree in 1888 from that university. In 1887, 
he began service at the Boston City Hospital as a house 
officer on the Ophthalmic and Aural Service. This was 
followed by a surgical internship at the same institution 
and by a similar service at the Boston Lying-in Hospital. 
He then spent some time in Vienna and on his return 
to this country served as surgeon to the Out-Patient De- 
partment of the Carney Hospital and at Long Island Hos- 
pital, On February 2, 1894, he was appointed surgeon to 
the Out-Patient Department at the Boston City Hospital. 
This constituted his first step on the ladder which was 
to lead to the presidency of the Senior Staff of the hospi- 
tal and his retirement from active service to the rank of 
consulting surgeon on October 30, 1925, at the age of 
sixty-two years. He died in Boston, May 28, 1939, while 
in his seventy-seventh year. 

It was during his association with the surgical staff 
of the Boston City Hospital that this institution started 
and largely completed the professional and physical ex- 
pansion that has placed it among the leading teaching 
institutions of the country. Much of this change and 
especially the more significant later part took place dur- 
ing that period in which staff activities were under his 
direct guidance. It is generally acknowledged that had 
this not been so, this development of the hospital would 
have been greatly retarded. 

The period during which all patients with laryngeal 
diphtheria were housed in a one-story ward on the site of 
the present children’s building is well within the span of 
experience of older members of the consulting staff. This 
ward connected directly to the house officers’ sitting room 
in the surgical building (old “42”) by an electric circuit 
which when closed in the ward rang a gong in the sitting 
room. This signal meant that one of the patients had an 
obstructed air-way. It was the duty of any house officer 
within sound of the bell to take one of the already steril- 
ized tracheotomy sets which were kept in the sitting 
room, run as fast as possible to the ward and perform an 
emergency tracheotomy on the obstructed patient. It was 
in such a surgical atmosphere that Paul Thorndike had 
his training as a house officer, and it was this training 
that laid the first foundation of that self-reliance and 
initiative which, associated with a kindly, patient and 
understanding disposition, made him such an invaluable 
help in the development of the hospital. 

By 1900 he was a first assistant visiting surgeon. The 
South Department was then in existence. The hospital 
had begun to increase in size in 1897 so that in 1899 
there were 782 beds, the largest number — 227 — being 
surgical and the second largest — 220 — contagious. 
Soldiers recently returned from Cuba with typhoid fever 
and malaria were so numerous that tents were set up 
for their accommodation where the  superintendent’s 
house now stands. 

Only fifteen years later, the first genitourinary service 
was formed with Paul Thorndike as the chief. The hos- 
pital had taken its first step toward the segregation of 
specialized groups of surgical patients. The service was 
located in Ward P — later replaced by the present Thorn- 
dike Memorial Laboratory, 

After the World War, a program of enlargement and 
reorganization of first the surgical and later the medical 
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staff was started. Although arguments among the staff 
members were frequently vociferous and sometimes per- 
sonal, and feelings ran high, through it all Paul Thorn- 
dike kept his head, smoothed ruffled feathers, repri- 
manded without the reprimandee knowing it and kept 
the respect, affection and admiration of all concerned, 
including the trustees and the executive and professional 
staffs. His advocacy of changes was apparent only after 
mature and careful consideration of their possible value, 
and his methods of bringing them about were those of 
reasoned diplomacy. 

His academic connections were with the medical school 
of Harvard University. For many years he taught general 
and genitourinary surgery to its students. He was retired 
about 1926 as a clinical professor of genitourinary §sur- 
gery. 

Brilliant as a doctor and teacher, Paul Thorndike’s 
greatest attribute was his spontaneous and warm-hearted 
friendliness. He had a great love and knowledge of 
music and for years attended the symphony concerts 
regularly. As a toastmaster, an after-dinner speaker, an 
impromptu singer of lighter songs and above all as a com- 
panion gifted with the ability to wansmute the dross of 
his friends of all ages into the pure gold of his own kindly 
humor, he was incomparable. He will be sorely missed 
and never forgotten by all those whose good fortune it 
was to have lived within his orbit. 


MISCELLANY 


TUBERCULIN ANERGY 
AND THE VARIABILITY 
OF TUBERCULINS 

What is the physician to think when the x-ray exam- 
ination and the tuberculin test do not confirm each 
other? Dr. Esmond R. Long, director of the Henry 
Phipps Institute in Philadelphia, discusses this situation 
in an editorial in the April, 1939 issue of the American 
Review of Tuberculosis, which reads as follows: 

The question of anergy to tuberculin in the presence of 
presumptive tuberculosis has been the subject of much 
recent discussion, Especially noteworthy have been the 
carefully conducted and concisely reported studies of 
Lumsden, Dearing and Brown on tuberculosis infection 
in school children in Coffee County, Alabama, and Giles 
County, Tennessee, which were reported recently in the 
American Journal of Public Health. These investigators 
compared the incidence of positive reaction to several dif- 
ferent kinds of tuberculin, in relation to the incidence of 
lesions diagnosed as tuberculosis in x-ray films, and found 
not only a lack of correlation between the tuberculin re- 
action and the presence of shadows in the x-ray film 
interpreted as representative of tuberculous lesions, but a 
wide discrepancy in the percentage of positive reactions to 
different samples of tuberculin. The lack of correlation 
between tuberculin reaction and x-ray examination was 
most conspicuous in the case of films showing shadows 
interpreted as calcified lesions of primary tuberculosis. 


SIGNIFICANCE OF CALCIFICATIONS 


Numerous observers have noted the absence of tuber- 
culin allergy in cases with presumptive evidence of old 
tuberculous infection in the form of calcified intratho- 
racic masses with the frequency of negative reaction in 
the presence of pulmonary calcifications ranging from 17 
to 46 per cent in different series in the hands of different 
observers. 
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These various studies have provoked widespread com- 
ment. It is not the fact that allergy may be absent in the 
presence of calcified lesions that is surprising, but that 
this may occur so frequently. Failure of reaction in the 
presence of calcified nodules is an old observation familiar 
to all workers in the field. In passing, it may be noted 
that in the first article published on the use of the puri- 
fied protein derivative (PPD) of tuberculin certain cases 
with pulmonary calcification were recorded, with failure 
of reaction either to this type of tuberculin or old tuber- 
culin. 

Most investigators in the past interpreted these cases as 
illustrations of obsolete infection, and there is increasing 
reason to accept this explanation. Specific examples with 
calcification, once positive and subsequently of lowered 
sensitivity or even negative to tuberculin, have been fre- 
quently recorded. A plausible explanation of the waning 
of allergy is to be found in reports of the sterility of most 
of the old calcareous foci of primary infection. 


ALLERGY AND RECOVERY 


More direct and significant evidence, however, on the 
waning of allergy with recovery from active lesions of 
tuberculosis is available in the records of BCG vaccina- 
tion. Hundreds of thousands of human beings have been 
deliberately inoculated with controlled dosage of the at- 
tenuated but living BCG, and careful records have been 
kept of the intensity of the tuberculin reaction in_rela- 
tion to the course of the infection set up. In practically 
all those infected intracutaneously with 0.15 mg. BCG 
or more, the reaction becomes positive in a few weeks. 
After reaching a period of maximum intensity it then tends 
to wane, and becomes negative after twelve months. 

In the light of these observations of complete healing 
with eventual sterility of spontaneous human lesions on 
the one hand, and decrescence and disappearance of the 
allergy produced by artificial human infection on the 
other, it would not be surprising if the tuberculin reac- 
tion eventually became negative in all the cases of calci- 
fied primary lesions, if no further infection occurred, In- 
deed there is good reason to believe that in many cases of 
positive tuberculin reaction in the presence of calcified 
foci of tuberculous infection, the reaction is positive not 
because of the presence of the calcified lesion, but be- 
cause of a later superinfection. 

With the general decline of tuberculosis in the com- 
munity, with corresponding lessening opportunity for re- 
infection, it is only to be expected that an increasing num- 
ber of non-reacting cases with calcification will be found. 
It is well to keep the fact in mind that the calcified le- 
sions discovered in any survey today represent not the 
index of tuberculous infection of the present period, but 
the remains of tuberculous infection in the past. 

Moreover, there is still room for doubt that all the 
lesions commonly diagnosed as calcified nodules of pri- 
mary tuberculosis are really tuberculous. Particularly in 
2 community where calcifications are present in half of 
the adolescent population, as in certain of the regions 
studied by Lumsden and Gass and their colleagues, it is 
pertinent to inquire if there could be any cause other than 
tuberculosis for the calcifications found. 


ANERGY 


Anergy in the presence of active tuberculosis of the pri- 
mary or “childhood” type has been less frequently re- 
corded and in some cases merely represents delay in the 
appearance of allergy. It was pointed out long ago that 
x-ray evidence of developing primary tuberculous infiltra- 
tion of the lung may precede the development of a posi- 
tive reaction. Anergy in the presence of well-established 
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lesions believed to be tuberculous is subject to much un- 
certainty, because of the difficulty in proving the diagno- 
sis of primary tuberculous infection in these cases. The 
shadow itself is not distinctive, and it is the course of the 
lesion rather than its character, as seen in the x-ray film, 
that is important. Infiltrations that disappear are apt to 
be of pyogenic origin; those that persist are probably 
tuberculous. Most of the reported cases of anergy in the 
presence of active primary tuberculosis have not been 
given the benefit of a time trial. A diagnosis based on 
persistence of the infiltration is still subject to much ques- 
tion, for increasing understanding is bringing to light 
other causes for such infiltrations, such as unresolved pyo- 
genic infections, bronchiectasis, and so forth. In_ brief, 
in a case of tuberculin anergy in the presence of supposed 
active primary tuberculosis, the burden of proof is on the 
diagnosis of tuberculosis. 


As to the necessity of a reliable tuberculin there can be 
no argument. It is true and has been known for years 
that the various preparations of old tuberculin on the mar- 
ket vary greatly in their capacity to elicit reaction. It was 
this fact that led to the search for a substance of specificity, 
stability and constant potency, that could be substituted for 
the highly variable old tuberculins in use. It is hoped 
that the purified protein derivative (PPD) of tuberculin 
will fulfill this need. 


TUBERCULIN IN CASE-FINDING 


For present purposes a distinction must be drawn be- 
tween tuberculin—x-ray surveys for the separate purposes 
of determining the infection index regardless of morbidity, 
and tuberculosis case-finding. No serious doubt has been 
expressed over the value of tuberculin as a mechanism 
for detecting ordinary cases of pulmonary tuberculosis. 
The studies cited do not deal with this subject. On the 
other hand, studies of the tuberculin reaction covering 
more than thirty years show that the overwhelming ma- 
jority or patients with frank tuberculosis are positive to 
tuberculin; that they react to small doses and to most of 
the many types of tuberculin on the market. Clinical dis- 
ease has not infrequently been observed to develop with 
alarming rapidity after the development of a positive tu- 
berculin reaction, while there is no proved record of its 
development in the absence of a positive reaction. 

In the light of this experience no reason is apparent 
to depart from the present established custom of using 
tuberculin in case-finding programs. 


On the other hand, good reason has been given for 
pause im our efforts to determine epidemiological indices 
of the amount of infection until more knowledge is ob- 
tained. The concept of infection that is adopted will have 
to meet the issue of existing as opposed to obsolete inva- 
sion by tubercle bacilli. From a practical standpoint it 
seems doubtful if there is nearly as much significance in 
determining how many ever have been infected by tuber- 
cle bacilli, as in finding how many harbor bacilli at the 
moment. Whether this can be done or not remains to 
be seen. — Reprinted from Tuberculosis Abstracts (Aug- 
ust, 1939). 


MARINE AMBULANCE 


As an extension of its medical consultation service by 
radio to ships at sea, actual visitation by doctors to ves- 
sels near Miami Beach, Florida, has been recently inaugu- 
rated by the United States Public Health Service. Because 
of the peculiar land contour and the location of the Gulf 
Stream current, hundreds of ships engaged in coastal] 
trade and in European trade to gulf ports round the 
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Florida peninsula every year without stopping and run 
a course just off Miami Beach. 

Surgeon General Thomas Parran has designated the 
Miami Beach buoy as the focal point for the new marine 
ambulance and medical consultation service to ships at 
sea off the port of Miami. The quarantine boat B. W. 
Brown is used as the sea-going ambulance. 

The Foreign Quarantine Division of the Public Health 
Service, headed by Assistant Surgeon General C. L. Wil- 
liams, maintains the ambulance service at Miami Beach 
buoy, and the Hospital Division, under the direction of 
Assistant Surgeon General S. L. Christian, takes care of 
sick and injured persons who are removed from ships. 
Dr. G. L. Dunnahoo, medical officer in charge of the 
Miami Beach Quarantine Station, has immediate super- 
vision. 

During the last fiscal year the Coast Guard brought 62 
seamen to Miami for hospitalization. Acute appendici- 
tis, pneumonia and severe injuries were the commonest 
emergencies. In the opinion of the Public Health Service 
officials, many of these cases could be treated better on 
board ship, and under the new arrangement a physician 
will be sent out to the vessel whenever the ship’s captain 
requests such assistance. After examination on board 
ship, patients will be given emergency treatment or taken 
ashore aboard the quarantine boat. This arrangement 
supplements the radio consultation plan which was started 
by the Public Health Service in 1922. 

In announcing this new development, Surgeon General 
Parran stated: “The consultant and ambulance service to 
ships that run a course just off Miami Beach will probably 
result in the saving of lives in some cases and the allevia- 
tion of suffering in many instances. Because of the con- 
vergence of ships there, this plan should be of consid- 
erable benefit to shipping in that area.” 


CORRESPONDENCE 


ARTICLES ACCEPTED BY THE AMERICAN 
MEDICAL ASSOCIATION COUNCIL 
ON PHARMACY AND CHEMISTRY 


To the Editor: In addition to the articles enumerated 
in our letter of July 13 the following have been ac- 
cepted: 


Gilliland Laboratories, Inc. 
Tetanus Toxoid, Alum Precipitated (Refined) — Gil- 
liland 
Bismuth Subsalicylate in Oil— Gilliland, 0.13 gm. 
(2 gr.) per cc. 
Bismuth Subsalicylate in Oil—Gilliland, 0.2 gm. 
(3 gr.) per cc. 


Lederle Laboratories, Inc. 

Antipneumococcic Serum, Refined and Concentrated, 
Type I— Lederle (packages of one vial contain- 
ing 20,000 units and one vial containing 50,000 
units ) 

Antipneumococcic Serum, Refined and Concentrated, 
Type II — Lederle (packages of one vial contain- 
ing 20,000 units and one vial containing 50,000 
units ) 

Antipneumococcic Serum, Refined and Concentrated, 
Types I and II— Lederle (packages of one vial 
containing 20,000 units and one vial containing 
50,000 units) 

Antipneumococcic Serum, Refined and Concentrated, 
Types IV and VIII — Lederle (packages of one 
vial containing 50,000 units) 
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Antipneumococcic Serum, Refined and Concentrated, 
Types V and VIl—Lederle (packages of one 
vial containing 50,000 units) 

Dried Ferrous Sulfate Capsules, 0.33 gm. (5 gr.) 


Eli Lilly & Company 


Ampule Solution Liver Extract, Purified — Lilly, 


10 ce. 
Mallinckrodt Chemical Works, Inc. 


Sulfarsphenamine — Mallinckrodt, 0.9 gm. ampules 
Sulfarsphenamine — Mallinckrodt, 3.0 gm. ampules 


Maltbie Chemical Company 
Capsules Digitalis Powder, | gr. (2/3 U.S.P. digitalis 
unit) 
Capsules Digitalis Powder, 1!2 gr. (1 U.S.P. digitalis 
unit) 
Paut Nicuoras Secretary. 
535 North Dearborn Street, 
Chicago, Illinois. 


REPORTS OF MEETINGS 


MIDDLESEX SOUTH DISTRICT 
MEDICAL SOCIETY 


At a special meeting of the Middlesex South District 
Medical Society, held on May 31, 1939, it was voted that 
the following reports be given further publicity, par- 
ticularly through the medium of the New England 
Journal of Medicine. 


Report A 


At a special meeting of the Middlesex South District 
Medical Society on February 15, 1939, it was voted “that 
the President appoint a committee of three which will 
urge every hospital of this district to make a charge for 
attendance on patients in the wards who have been ad- 
mitted under the Ward Plan of the Blue Cross, and that 
Dr. Mongan shall be a member of this committee.” 
Pursuant to this vote the President appointed Drs. Charles 
E. Mongan, James H. Townsend and Harold G. Gid- 
dings to carry out the instructions of the Society. Dr. 
Mongan was named as chairman, and Dr. Giddings, sec- 
retary. 

In submitting its report the committee presents, first, 
a study of the provisions of this new Blue Cross Ward 
Plan, second, how it is being applied at the various hos- 
pitals in the district, third, an analysis of the situation as 
we see it, and fourth, suggestions which seem pertinent to 
the plan. 

First. The so-called “Ward Plan” of the Blue Cross 
became effective in this district February 1, 1939, all the 
member hospitals, except one, having previously agreed 
to accept patients under its provision. Another signed the 
new contract under protest. The basic provisions of this 
Ward-Plan contract are essentially the same as those of the 
semi-private room service contracts; but as the Ward Plan 
is intended to reach a lower income group, it contains 
certain limitations not appearing in these other plans. 
For example, it is available only to employee groups 
when the employer agrees to deduct subscription pay- 
ments from wages or salaries, while in the higher 
bracket employee groups we find that only “the co- 
operation of the employer is necessary in making mem- 
bership available,” and that he, the employer, has no 
obligation to deduct subscriptions. Ward subscribers 


939 


ted, 
one 


Vol. 221 No. 8 


are admitted on the same basis, and according to the 
ame rules and regulations of the hospital, as any other 
ward patients; and presumably are treated exactly as are 
those who are not Blue-Cross members. The Blue-Cross 
prospectus specifically states that “services of physicians 
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In other words, if a single individual, without depend- 
ents, earns more than $1000 per year, he is not eligible 
for the Ward Plan. Monthly subscription rates are: indi- 
vidual, 60c; husband and wife, $1.00; family, $1.25. (On 
the sémi-private and private services the corresponding 


NO. OF NO. OF ARE WARD RATES ; 
WARD IN WARDS AT WARD RATES? 
mbridge 20 20 male No 24.00 (week) 28.00 up (week) No; two 15-bed wards open to courtesy 
20 female staff; these not open to Blue-Cross 
ward cases; no obstetric service 
ward; all obstetric patients private 
or semi-private; courtesy staff not 
allowed to treat open-ward cases. 
Cambridge City 18 40 male No 7.50 (week) No private patients No; doctors not allowed to charge 
68 female in wards for care of any ward patients; 
(City Ordinance). 
een 9 13 Yes No 3.50 (day) No service; all patients private. 
24.00 (week) 
Framingham 56 8 male No 3.00 (day) 3.00 (day) : No; signed Ward-Plan under protest; 
7 female 4.00 (day, semi- inclination not to allow. referring 
private) physician to treat Blue-Cross ward 
cases as private patients; question 
not yet settled.* 
Lawrence Memorial 29 14 No 3.50 (day) No private patients No; Blue-Cross patients in wards are 
in wards treated as semi-private patients. 
sits 60 None No 4.50 (day) No private patients No. 
in wards 
— 18 7 male Yes 2.50 (day) 3.00 (day, resident) Yes; provided patient comes in on 
8 female $3.00 per day rate, so recommended 
by referring doctor; out-of-town 
patients $1.00 more per day. 
Newton 7 general 17 obstetric Yes 3.50 (day) 5.00 (day) No; not unless patient made up dif- 
7 obstetric 48 surgical ference between what Blue Cross 


31 medical 
9 pediatric 


pays and regular charge for private- 
ward patients. 


St. Elizabeth's 52 20 male Yes 15.00 (week) 15.00 (week) Yes; has always been policy to allow 
32 female 2.50 (day, less referring doctor to take care of 
than week) patients in ward and will continue. 
Hospital staff is closed. Courtesy 
staff use Cardinal O'Conne!] House. 
Seiniiine 6 35 Yes 3.00 (day, resident) 3.00 (day, resident) No. 
3.50 (day, non- 3.50 (day, non- 
resident) resident) 
Somerville 36 None No 3.00 (day) No private patients No. 
in wards 
Waltham 16 male Yes . 3.50 (day) 4.00 (day, obstetric) No; insurance cases occupy small pri- 
16 female (obstetric, 3.50 (day, conta- vate ward at $3.50 per day and 
39 contagious contagious, gious and may be charged by the doctor. 
24 obstetric children) children) They have status of private patients. 
Whidden 18 18 male Yes 3.00 (day, resident) 3.00 (day, resident) Yes. 
18 female 4.50 (day, non- 4.50 (day, non- 


13 obstetric 
12 children 


resident) resident) 


3.50 (day, resident, 3.50 (day, resident, 
obstetric) obstetric) 
4.50 (day, non- 


4.50 (day, non- 


resident, resident, 


obstetric) obstetric) 


*Patients may have own physicians, provided they 
during the past year, 
or surgeons are not included as a benefit.” Payments for 
Ward-Plan subscribers may be made on the same basis as 
that of the higher bracket subscribers, namely monthly, 
quarterly, semiannually or annually. Family member- 
ship — Ward Plan — “includes only husband, wife and 
all unmarried children under the age of nineteen.” Mem- 
bership in the group is issued strictly on a maximum 
yearly income basis as follows: “Only an employee whose 
income (or aggregate income of self and other persons 
named on his application card) is less than the amounts 
specified below is eligible for enrollment in the Ward 
Plan.” 


AnNnvaL INCOME SCHEDULE 


Single subscriber (no dependents) $1000 
Subscriber and one $1250 
Subscriber and two dependents........-...-...+eeeeeeeeeee $1500 
Subscriber and three dependents...............++00e00eeeee $1750 


Subscriber and four or more dependents.... 


pay the difference of $1.00 between ward and semi-private rates. Have had 3 Blue-Cross ward patients 
none of whom could afford to pay private physician; have all been hospital patients before, and have never paid hospital anything 


monthly rates are: individual, 85c; husband and wife, 
$1.50; family, $2.00.) For the care of Ward-Plan sub- 
scribers the Blue Cross pays the hospitals $4.00 per day, 
which, in several instances, is more than the hospitals 
charge their ward patients. This difference is supposed 
to cover extras such as medication, anesthesia, laboratory 
work, and so forth; the payments for semi-private or pri- 
vate patients is $5.00 per day, the latter being regarded 
as an allowance toward the regular rate of the private 
room selected, the balance of which the patient must pay. 
Provision is made for Ward-Plan subscribers who, for some 
reason or other, desire or require private or semi-private 
room service. This rule reads: “Ward-Plan subscribers 
who, upon recommendation of the doctor and member 
hospital, occupy a private (or semi-private) room must 
pay to the hospital the difference between the hospital's 
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regular charges for services rendered and the charges for 
similar services in the ward as they would have been paid 
for by the Blue Cross.” Blue Cross headquarters reports 
that so far very few patients have used the plan and that 
the majority of these have elected semi-private accom- 
modations. 

From this brief analysis of the Ward-Plan contract it 
will be seen that it is available only to a low-income 
group, that it is voluntary, but that an individual may not 
subscribe except as a member of an employee group, that 
subscription payments must be deducted by the employer 
from the employee’s pay envelope,—a procedure known 
in labor circles as the “check-off,’ — that patients entering 
hospital wards under this plan receive the same care as 
patients entering on any other basis, and that the plan is 
sufficiently flexible so that a ward patient may, under 
certain conditions, change his status to that of a semi- 
private patient or a private patient. 


Second and Third. In approaching the study of how 
the different hospitals within the district are handling 
Blue-Cross patients coming in under the Ward Plan it 
was decided to obtain from each one certain definite data, 
which included the number of semi-private beds in the 
hospital, the number of ward beds open to Blue-Cross 
Ward-Plan patients, whether or not members of the cour- 
tesy staff are permitted to treat patients in ward beds, the 
ward rates for staff cases, and the rates for private pa- 
tients in the public wards, provided the hospital accepted 
patients on this basis. In addition, each hospital was 
questioned as to whether it allows or would allow 
members of the regular or courtesy staff to treat Blue- 
Cross Ward-Plan cases in the wards as private patients, 
and to charge for such treatments. When the answer 
was “No” to this last question, as it was in most in- 
stances, the hospital was told of the vote of the district 
society on this matter, and urged to co-operate with the 
society, in accordance with the vote. The usual and 
undoubtedly correct reply was that the superintendent or 
secretary, whom we were interviewing, had no authority 
to change the rules as laid down by the trustees. We then 
urged that the matter be presented to the trustees for 
their consideration. In our conferences at the various 
hospitals we obtained many interesting, diverse, but 
always pertinent criticisms and suggestions. 


In all, we contacted the following thirteen hospitals either 
by telephone or direct interview — mostly the latter: Cam- 
bridge, Cambridge City, Emerson (Concord), Framing- 
ham, Lawrence Memorial (Medford), Malden, Natick, 
Newton, St. Elizabeth’s (Brighton), Symmes (Arlington), 
Somerville, Waltham and Whidden Memorial (Everett). 
They are all Blue-Cross affiliates, and have accepted the 
Ward Plan. The results of our questionnaire are pre- 
sented in the accompanying table. 


Fourth. A review of these statistics reveals marked 
confusion of plans in the different hospitals. No two 
seem to operate on the same basis. Among the thirteen 
hospitals studied, only three would allow members of the 
regular or courtesy staff to treat Blue-Cross Ward-Plan 
patients in the wards, and to charge for such treatment. 
At the other ten, these Ward-Plan patients must pay the 
difference between the hospitals’ regular ward rates and 


Aug. 24, 1939 


their semi-private rates, if the patients are to be treated by 
their own doctors as private patients. 

Our impression of this very mixed-up situation is that 
conditions differ considerably in different localities and 
that it is really up to the hospital staff in each instance 
to determine for itself how these Blue-Cross Ward-Plan 
patients should be handled. We think our recommenda- 
tion should be simply that the various hospital staffs 
should urge their trustees to provide space for private 
patients under the Blue-Cross Ward Plan. 


Cuarves E. Moncan, Chairman, 
James H. TownseEnp, 
Haroip G. Gippinos, Secretary. 


Report B 


This is the report of the committee appointed by the 
president, Dr. Fred R. Jouett, of the Middlesex South Dis- 
trict Medical Society in response to the following resolu- 
tion: that the president appoint a committee to inves- 
tigate the sentiment of the members of the Middlesex 
South District Medical Society as to what they consider 
a proper x-ray, anesthesia and pathological arrangement 
in the contract of the Blue Cross and that this committee 
present its findings to the society at a meeting at which 
time a discussion may be held and the sentiment of the 
members be finally forwarded to all parties concerned, 
namely the Blue Cross, Committee on Public Relations 
of the Massachusetts Medical Society and the member- 
hospitals in the district. 

We feel that if you asked members to express any 
opinion by letter the replies would be so few that they 
would not be representative of the sentiments of the whole 
society, therefore we formulated a questionnaire. The 
replies showed the tremendous interest of the members 
in regard to questions involving the Blue Cross. From 
940 letters sent out we received 503 replies. In the past 
ten years 265 was the greatest number of replies received 
in answer to any questionnaire. 

In answer to the first question, “Are you in favor of 
having the Blue-Cross contract state in bold type on the 
first page, ‘The contract does not include fees for pro- 
fessional services, ?” 443 replied “Yes,” 48 “No,” and 12 
did not answer the question. 

In answer to the second question, “Should the Blue 
Cross and member hospitals be allowed to advertise and 
sell the professional services of any physicians as they now 
do in anesthesia, x-ray and clinical pathology,?” 53 re- 
plied “Yes,” 431 “No,” and 19 did not answer the ques- 
tion. Thirty-four gave additional opinions by comment 
on the cards or writing letters. 

The committee, giving further thought to these nota- 
tions and letters and also to the opinion of pathologists, 
has unanimously decided that it was unnecessary to in- 
clude pathology in the questionnaire, though it was in- 
cluded in the resolution. The consensus seems to be that 
pathology presents a problem different from anesthesia 
and x-rays so far as the practitioner is concerned. 

Your committee feels that they were appointed as a 
fact-finding committee and that their duty has ended on 
reporting these facts to you. 

Joun F. Casey, 
W. Barron. 
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BEVERLY HOSPITAL DEMONSTRATION 
CLINICAL MEETING 


The monthly Demonstration Clinical Meeting was held 
at the Beverly Hospital, Tuesday, August 8, at 4:00 p.m. 
Dr. John Homans of Boston was the guest, and considered 
the following cases: (1) tumor of the sternum; (2) par- 
tially obstructing duodenal ulcer; (3) probable diaphrag- 
matic abscess following trauma; (4) mediastinal tumor 
associated with a low white count; and (5) chronic pan- 
creatitis. Dr. Homans discussed each case thoroughly and 
gave recommendations for treatment. The meeting was 
followed by the usual luncheon, 


NOTICES 


CONSULTATION CLINICS FOR CRIPPLED 
CHILDREN IN MASSACHUSETTS, UNDER 
THE PROVISIONS OF THE SOCIAL 
SECURITY ACT 


CLINIC Date OrtTHOPEDIC CONSULTANT 
Lowell September 1 Albert H. Brewster 
Salem September Harold C. Bean 
Haverhill September 6 William T. Green 
Gardner September 12. Mark H. Rogers 
Brockton September 14 George W. Van Gorder 
Worcester September 15 John W. O’Meara 
Pittsfield September 18 Francis A. Slowick 
Northampton September 20 Garry deN. Hough, Jr. 


Eugene A. McCarthy 
Paul L. Norton 


Fall River 
Hyannis 


September 25 
September 26 


DERMATOLOGY AND SYPHILOLOGY CLINIC, 
LAWRENCE GENERAL HOSPITAL 


On Tuesday, September 5, at 11:00 a. m., an outpatient 
department clinic on dermatology and syphilology will 
be inaugurated at the Lawrence General Hospital, | Gar- 
den Street, Lawrence, in charge of Dr. C. Guy Lane, of 
Boston, a member of the consulting staff of the hospital. 

The clinic extends an invitation to all physicians of the 
territory to avail themselves of this service for their pa- 
tients. 


SOCIETY MEETINGS AND CONFERENCES 


CALENDAR OF Boston DistricT FOR THE WEEK BEGINNING 
Monpay, Aucust 28 


Tuespay, Aucust 29 
*10 a. m.—12:30 p. m. Boston Dispensary tumor clinic. 


Fripay, SepTreMBer | 
*10 a. m.—12:30 p. m. Boston Dispensary tumor clinic. 


SaTuRDAY, SEPTEMBER 2 


*10 a. m-12 m_ Staff rounds of the Peter Bent Brigham Hospital. 
Conducted by Dr. Robert T. Monroe. 


*Open to the medical profession. 


Avucust 30-Sertemper 2— Seminar in Physical Therapy. Page 857, 
issue of May 18. 

SerremMBeR — Boston Psychoanalytic Institute. Page 450, issue of Septem- 
ber 22, 1938. 

SepTeEMBER 5 — Dermatology and Syphilology Clinic, Lawrence General 
Hospital. Notice above. 

SepTEMBER 4—6 — Institute for the Consideration of the Blood and Blood- 
Forming Organs. Page 941, issue of June 1. 
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SepreMBER 4—6 — Institute at University of Wisconsin Medical School. 
Page 160, issue of July 27. 


SepreMBerR 5—8 — American Congress of Physical Therapy. Hotel Penn- 
sylvania, New York City. Page 857, issue of May 18. 


September 11—15— American Congress on Obstetrics and Gynecology. 
Page 938, issue of December 8. 


SepreMBER 14—16 — Biological Photographic Association. Page 941, issue 
of June 1, 


SerTeMBER 15—28 — Pan-Pacific Surgical Association. Page 863, issue of 
November 24 


Ocroser 23—NovemsBer 3 — New York Academy of Medicine. Page 977, 
issue of June 8. 


Fatt, 1939 — Temperature Symposium. Page 218, issue of February 2. 


December 2 — American Board of Obstetrics and Gynecology. Page 1019, 
issue of June 


January 6, June 8-11, 1940 — American Board of Obstetrics and Gyne- 
cology. Page 160, issue of July 27. 


Marcu 7-9, 1940 — The New England Hospital Association. Hotel Statler, 
Boston. 


May 14, 1940 — Pharmacopoeial Convention. Page 894, issue of May 25. 


June 7-9, 1940— American Board of Obstetrics and Gynecology. Page 
1019, issue of June 15 
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Body Menders. James Harpole. 296 pp. New York: 
Frederick A. Stokes Co., 1939. $2.75. 


Here is a book which all students, and especially in- 
terns, should read with much profit and stimulation. There 
are twenty stories written with ease and always with an 
eye to the essentials in medical practice, of both body and 
mind. Life with all its sensibilities, its vanities, its in- 
dignation and its overpowering fears is placed before the 
reader from actual case histories taken from the author’s 
files. The circumstances surrounding conditions such as 
perforated appendix, mental disease, intussusception, septi- 
cemia, vitamin A deficiency, tuberculosis, hypertrophic 
pyloric stenosis, diabetes and pneumonia are set forth in 
a manner to strengthen the fiber of a doctor’s character. 
The reviewer strongly recommends this book as collateral 
reading and entertains the hope that the author may write 
another book of a similar character in the near future. 


The Technique of Contraception, Eric M. Matsner and 
Frederick C. Holden. 50 pp. Baltimore: The Wil- 
liams & Wilkins Co., 1938. 


This littke pamphlet covers most satisfactorily and 
clearly the various methods of contraception. It takes up 
fully the indications, and all types of contraceptive de- 
vices are clearly illustrated. It is an authoritative outline 
sponsored by the National Council on Birth Control, and 
can well be used for reference by all physicians. 


La Puberté: Etude clinique et physiopathologique. Guy 
Laroche. 349 pp. Paris: Masson et Cie, 1938. 65 
Fr. fr. 


This volume attempts a general and encyclopedic re- 
view of the clinical and “physiopathologic” conditions of 
puberty, but fails signally to attain this end. Many of the 
newer additions to our knowledge are not included, and 
other important aspects are treated so superficially as to 
be of little value. It would seem that the editor would 
have been wiser to have done either of two things but 
that in failing to choose between them he has failed in 
both: this volume might have been made a truly broad 
and inclusive view of puberty without going into much 
detail or it might have confined itself exclusively to the 
conditions peculiar to puberty and treated them more 
fully. As it stands it is not sufficiently broad to serve as 
an aid to differential diagnosis for the general practitioner 
or adequately detailed to be serviceable to the specialist as 
a reference book. 
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Pulmonary Tuberculosis in Practice: A modern concep- 
tion. R. C. Wingfield. 122 pp. Baltimore: William 
Wood & Co., 1937. $2.50. 


Any small book on a medical problem as important as 
that of pulmonary tuberculosis deserves attention. This 
book is extremely well written on a good grade of paper, 
and contains many excellent photographs and charts 
depicting the various types of pulmonary lesions. 

The author has planned the book with the idea of pre- 
senting each separate type or grade of pulmonary lesion 
as a distinct clinical entity, and then with the aid of key 
names or symbols, he has produced a graphic chart show- 
ing the entire course of the disease. This scheme is a bit 
confusing, although it is fair to state that the author makes 
it clear that these various clinical types may tend to merge 
and overlap in any given case. Possibly more attention 
might have been paid to detailed clinical management. 
In general, and considering in particular the size of the 
book, it appears to the reviewer that this is an excellent 
presentation of pulmonary tuberculosis in all its clinical 
aspects and worthy of a good reception. 


A Medical Survey of the Republic of Guatemala. George 
C. Shattuck. 253 pp. Washington, D. C.: Carnegie 
Institution of Washington, 1938. Paper $2.50, cloth 
$3.00. 


Dr. Shattuck and three other scientists visited Guatemala 
in 1932 and now report on the medical aspects of their 
expedition. As in previous publications of a similar na- 
ture, the report is prefaced by a general survey of the 
country, accompanied by excellent maps. Details are 
then given of the medical conditions found, particular 
stress being put on certain tropical diseases not ordinarily 
seen in northern countries. The high standard set by 
previous publications is maintained in this splendid re- 
port which will be of interest to those individuals work- 
ing in similar fields. There are ample bibliographical 
references and a good index. 


The Genuine Works of Hippocrates. Translated from 
the Greek by Francis Adams. 384 pp. Baltimore: 
Williams & Wilkins Co., 1939. $3.00. 


This is not a new edition of Hippocrates but simply a 
reprinting of the famous Francis Adams’s translation, so 
long known to physicians. The book is attractively pro- 
duced in one volume and from the typographical point 
of view is an improvement over previous issues. Mod- 
erately priced, it should have a wide appeal. 


The Mental Hygiene Movement: From the philanthropic 
standpoint. 73 pp. New York: Central Hanover 
Bank and Trust Co., 1939. 


The Central Hanover Bank and Trust Company, of 
New York City, has issued a splendid book in its series on 
philanthropic information on the mental hygiene move- 
ment. It reviews the history of the care of patients with 
mental disease in a brief but concise way, and then points 
out the importance of the work of Clifford Beers, whose 
book, published in 1908, 4A Mind That Found Itself, 
quickly led to the establishment of the National Society 
for Mental Hygiene in New York City. From this work 
has grown the great activity of the movement in the 
United States, with its penetration into hospitals for 
mental disease, psychopathic clinics, child-guidance clinics 
and mental hygiene in colleges and in the schoolroom. 

The book is invaluable as a summary of the mental hy- 
giene movement and is an excellent example of what a 
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banking organization can do in presenting facts to the 
public with the ultimate idea of receiving contributions 
to foster research. 


Community Health Organization: A manual of adminis- 
tration and procedure primarily for urban areas. 
Edited by Ira V. Hiscock. Third edition. 318 pp. 
New York: The Commonwealth Fund, 1939. $2.50. 


This is the third edition of “a manual of administra- 
tion and procedure primarily for urban areas.” It goes 
into most of the talked-about aspects of community 
health. For the person who has a particular interest or 
more especially for the person who has a particular prob- 
lem, in community-health organization this book has be- 
come extremely valuable. For example, parents who are 
dissatisfied with the school health services which their 
children receive, or those who know very well that their 
community resources are archaic, but know not how or 
why, may find in this manual a sound starting point for 
constructive effort. For such people the book will find 
its greatest usefulness. The student of public-health 
organization will find much of value within its pages, 
while the casual reader will be reminded of many familiar 
interests. The book is made in a highly satisfactory quality 
of print and binding. 


Scarlet Fever. George F. Dick and Gladys H. Dick. 149 
pp. Chicago: The Year Book Publishers, Inc., 1938. 
$2.00. 


Nobody in the country, probably, has a better right to 
speak with authority on the subject of scarlet fever than 
the Dicks. And this treatise of theirs contains practically 
all the established information about the disease. Not 
even the opinions of the Dicks, however, are — at least at 
this stage of knowledge — likely to remove certain points 
from controversy. They assume that the skin test which 
bears their name is a certain index of susceptibility or 
immunity as the case may be; they believe that it should 
be universally applied and that all positive reactors should 
be immunized by inoculating sterile scarlet fever toxin; 
and that all cases of the disease, even those very mild, 
should be treated with the specific antitoxin. Possibly they 
are right on all these scores, but there are plenty of men 
with wide experience who are far from convinced of the 
fact and who may charge, in consequence, that the 
authors are too dogmatic. If their monograph hastens a 
solution of these problems it will have achieved excellent 
service. 


The Complete Guide to Bust Culture. A. F. Niemoeller. 
160 pp. New York: Harvest House, 1939. $3.50. 


The title may give the impression that this book was 
intended for stage folk, film stars, artists and models. In 
reality it was written for the general feminine public. The 
latter will find here considerable information with regard 
to the improvement of appearance as well as the enjoy- 
ment of good health. 

This work is a brief yet adequate discussion of the 
anatomy, physiology and pathology of the mammary 
glands and of the hygienic measures pertaining thereto. 
There are undoubtedly many women who are not likely 
to seek such information in the formal treatises which 
were designed for that purpose, yet may be tempted to 
read something that suggest methods of improving their 
looks. The title and the opening chapter hold out such a 
promise and indeed to a certain degree live up to it. How- 
ever, the book goes a step farther; for simultaneously with 
the suggestions in regard to the improvement of the size 
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and contour of the breasts the reader is instructed in the 
ways and means of securing and maintaining a state of 
health for these important organs. There will also be 
found a careful analysis of the exaggerated claims and 
hazards of the “beautyfying” and “normalizing” products 
so widely advertised in the newspapers and over the air. 
The following are some of the topics which are treated 
in the book: organotherapy, diathermy, massage, exercises, 
posture, diet, mechanical devices, hydrotherapy, creams, 
lotions, plastic surgery, pregnancy, lactation and diseases. 


Life's Beginning on the Earth. R. Beutner. 222 pp. 
Baltimore: The Williams & Wilkins Co., 1938. $3.00. 


“On the hot and sultry early earth, loaded with lifeless 
organic matter, violent thunderstorms raged. Unspeak- 
ably brilliant and powerful lightnings played in the 
heavens, loosing frightful forces upon the carbon contain- 
ing gases of the atmosphere, bringing into existence nu- 
merous compounds of carbon. After millions of years, 
self-regenerating enzymes were formed. Slowly the or- 
ganizing forces of crystallization and of osmosis acted 
upon this material: living organisms appeared.” 

The author accepts the above point of view and pre- 
fers to go into the laboratory to find some developments 
of non-living matter which show a faint resemblance to 
certain features of life and so break down the impression 
that a gap exists between living and non-living nature. 
The argument is followed objectively along four avenues. 
The first approach is through the consideration of “Vital 
Growth and Crystallization.” The second approach dis- 
cusses “Carbon as the Outstanding Property of Life.” The 
third approach deals with “The Importance of Salt and 
Water for Life and Growth,” and the fourth approach 
concerns “The Animal as a Machine.” 

The book is stimulating and easily read and excludes 
the use of terms such as “determinism,” “vital force,” 
“entelechia,” “psychoid” and “physis.” 


Surgical Pathology of the Diseases of the Mouth and Jaws. 
Arthur E. Hertzler. 248 pp. Philadelphia, Montreal 
and London: J. B. Lippincott Co., 1938. $5.00. 


This volume is the last of a series of ten monographs 
on surgical pathology. It deals principally with lesions 
of the oral cavity and its contents, together with those of 
the nasopharynx, jaws and larynx. The inflammatory le- 
sions and the benign and malignant neoplasms of these 
regions are specially stressed, with very scanty reference 
to the diagnostic problems that arise in regard to the 
oral mucous membrane. The book is primarily based on 
the personal observations of the author in treating vari- 
ous lesions of a surgical nature over a long period of 
years and is not intended as a textbook for medical or den- 
tal students. In the preface the author states that the 
bibliographic references were not actuaily read by him 
but appended after the text was completed. This at least 
is a candid admission which can readily be confirmed 
after reading the various chapters. 

The clinical illustrations are numerous and excellent 
and should be of particular interest to the surgeon. The 
pathologist who is familiar with the histopathology of 
the lesions described obtains very little information, as the 
descriptions are brief and the illustrations generally_lack 
detail, due to low magnification. The general style re- 


flects the individuality of the author and explains his re- 
cent literary success in his autobiography which appeals 
to the layman rather than to those who seek scientific 
knowledge. 
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A Manual of Fractures and Dislocations. Barbara B. Stim- 
— 214 pp. Philadelphia: Lea & Febiger, 1939. 
2.75. 


This handbook comes from the Fracture Service at the 
Columbia—Presbyterian Medical Center, with the hearty 
approval of Drs. William Darrach and Clay Murray. It 
is a pleasure to review such a tersely expressed, thoroughly 
practical and up-to-the-minute manual on this subject. 
The 95 line drawings are well chosen. 

The small size (12 mo.), the limp binding and the in- 
corporated blank pages make the book especially service- 
able to the undergraduate medical student in the lecture- 
room, the clinic and the library. For the same reasons it 
will be found ideal by the practitioner taking a graduate 
course on fractures. 


Clinical Gastroenterology. Horace W. Soper. 
St. Louis: The C. V. Mosby Co., 1939. $6.00. 


“The object of this work is to cover the field of gas- 
troenterology with particular emphasis on diagnosis and 
treatment,” the author writes in the first sentence of the 
preface. The reviewer believes he has attempted too 
much in a book, printed in large type, of about 300 pages 
over half of which are given to cuts, legends and tables. 
The illustrations, chiefly roentgenograms, are well pro- 
duced. The classical lesions shown may lead the un- 
initiated to believe that the x-ray diagnosis of lesions of 
the gastrointestinal tract is a facile procedure. 

Following a discussion of dyspepsia appear eight illus- 
trations of appendices visualized by x-rays, with legends 
but no textual matter. If one accepts a roentgen diagno- 
sis of appendicitis it should not be so summarily dismissed. 
At least the statement should appear somewhere that the 
appendix when visualized by x-rays may assume the most 
bizarre appearance and yet not be pathologic. 

Under hematemesis he gives no warning about the dan- 
ger of x-ray examination following recent hemorrhage 
from peptic ulcer, perhaps taking it for granted as obvi- 
ous. No reference is made to the x-ray demonstration of 
esophageal varices and their importance in the etiologic 
diagnosis of hematemesis. He advocates large blood 
transfusions in massive hemorrhage from ulcer, stating 
that “fear of raising blood pressure and blowing out a 
fibrous clot is a myth.” He incriminates even pasteurized 
milk as a disseminator of infection and advises the use of 
only evaporated milk because it is sterile. His statement 
that no doubt a large percentage of the population has 
established immunity to streptococcal infection but the 
ulcer patient does not belong to this class will not be gen- 
erally accepted. 

He stresses the importance of proctosigmoidoscopy in 
lesions of the pelvic colon and believes diathermy pref- 
erable to surgery in early cancer of the rectum, recount- 
ing eight such growths destroyed without recurrence in a 
period of three years. 


314 pp. 


The Patient Is the Unit of Practice. Duane W. Propst. 
219 pp. Springfield, Illinois, and Baltimore: Charles 
C Thomas, 1939. $3.50. 


This is a curious book which discourses in an amiable 
manner on medical practice. The author says that he 
has attempted to systematize and to. arrange his own 
views on the subject in a form that will be concise, en- 
tertaining and usable for students. Thus he has divided 
his book logically enough into three parts. The first 
deals with the nature of disease; the second with the diag- 
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nostic or working hypothesis; and the third with thera- 
peutic principles. Each part has a well-chosen bibliog- 
raphy. 

The author is a good teacher, and writes well. Obvi- 
ously he enjoys people and managing their affairs. He 
concludes that the successful doctor always has and 
always must regard the patient as the unit of practice. He 
embroiders this thesis with a variety of case reports. 


Studies from the Rockefeller Institute for Medical Re- 
search, Vol. 110. 567 pp. New York: The Rocke- 
feller Institute for Medical Research, 1939. $2.00. 

Further reports are presented on the papilloma virus in 
rabbits and on the virus of equine encephalomyelitis. 

From the Division of Plant Pathology come a number of 

reports on the tobacco mosaic viruses. 


Human Pathology: A textbook. WHoward T. Karsner. 
Fifth edition. 1013 pp. Philadelphia and London: 
J. B. Lippincott Co., 1938. $10.00. 

The appearance of the fifth edition of Dr. Karsner’s 
well-known book coincides with the twenty-fifth anniver- 
sary of his professorship at Western Reserve University. 
Dr. Karsner’s original purpose of presenting “a text-book 
of pathological anatomy and _ histology, related to the 
broader functional aspects of disease” has been again real- 
ized in this new edition which represents a thorough re- 
vision of every part of the text. The sections on circulatory 
disturbances and cardiovascular disease, for example, em- 
brace the important contributions of pathologic physiology. 
More than two hundred and fifty new references have 
been added, and many older ones deleted. The traditional 
division of the book into general pathology and special 
pathology remains unchanged. 

The book is now well established as a reliable guide for 
the student and a handy reference work for the practicing 
doctor. The keynote of the author’s exposition of his 
subject may be obtained from his own words: “Teleologi- 
cal interpretations of disease and its manifestations add 
nothing to precision of thought or expression and tend 
to discourage exact inquiry into the nature of mechanisms 
and processes which require elucidation. The doctrine of 
purpose should not be permitted to smooth too easily the 
paths of learning, especially if this entails a sacrifice ot 
the critical analysis of cause and effect. Without any de- 
sire to emphasize unduly a mechanistic viewpoint, every 


effort has been made to delete from this book all teleologi-: 


cal implications.” The reviewer applauds both the author’s 

point of view and the accomplishment of his purpose. 

Love and Marriage. Havelock Ellis, et al. 432 pp. New 
York: Liveright Publishing Corp., 1938. $3.75. 


This bulky volume consists of twenty-two papers on 
sexual matters, including both the normal and abnormal, 
a consideration of the psychology and physiology of love, 
of spiritual factors in marriage, of mothers-in-law, of 
marriage reform and of eugenics. 

It is very difficult to determine for what type of reader 
it is designed. If it is for the general populace, it is cer- 
tain to mislead on important issues and _ particulars. 
For it contains, on the one hand, erroneous statements of 
fact and many doubtful points of interpretation. The edi- 
tor has evidently attempted to achieve “balance” by in- 
cluding radical and reactionary writers; but it seems 
doubtful wisdom to attempt to settle scientific questions 
by such a “counting of heads.” 

The preface is written by the publishers and not the 
editor. Accordingly, the reader is left in the dark con- 
cerning the qualifications of some of the eleven con- 
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tributors. The reviewer has been reading sexological 
literature for the last fifteen or more years; but he con. 
fesses that he has never heard of some of these contribu. 
tors and knows nothing of their qualifications to discuss 
the subjects they take up. How much more in the dark 
would be the average layman? It is not that an unknown 
writer does not or cannot talk sense; the point is that 
the lay reader is entitled to know something about the 
qualifications of the writers included. On this score the 
editor has fallen down in a significant duty to his 
readers. 

The outstanding feature of this book is its verbosity and 
the wide diversity in the quality of its papers. They 
range from the brilliant and able essay of Professor 
Julian Huxley on “Marriage and Eugenics” to the dull, 
unimaginative, reactionary and factually incompetent 
contributions of Professor W. Foerster, who contributes 
three chapters to this symposium. There is only one 
chapter by Havelock Ellis and that is undistinguished. 

The reviewer is under the impression that most of these 
papers, and perhaps all of them, have been previously 
published in periodicals. If so, we are not informed of 
this either by the publisher or editor. 

While there can be no doubt that the uninstructed lay 
public can learn something by reading this volume, it is 
not, by any means, the best possible treatise for physicians 
to put into the hands of those needing instruction. The 
language is often too technical, the views presented fre- 
quently too radical or unfounded. There is a readiness 
in coming to dogmatic conclusions which will make those 
of scientific spirit take pause —an incident that is not a 
recommendation for any book. There is no index. 


Transactions of the American Gynecological Society. 
Edited by Richard W. TeLinde. Volume 63. For 
the year 1938. 296 pp. St. Louis: The C. V. Mosby 
Co., 1939, 


This volume consists of papers read by the members 
of the American Gynecological Society at their meeting in 
Asheville, North Carolina, in May, 1938. All have been 
published during the past year in the American Journal of 
Obstetrics and Gynecology, and they represent the best of 
work and thought in gynecology and obstetrics in the 
various medical centers of this country. 

A description of each of the nineteen excellent articles 
is beyond the scope of this review. However, one notes 
particularly the report by Rock and his associates of an 
electrical method for the determination of the time of 
ovulation. In this work the resources of modern physics 
and electrical engineering are drawn on with very inter- 
esting results. The rare masculinizing tumors of the 
ovary are reviewed by Novak, who adds 6 more cases to 
the literature, raising the total number reported to 51. So 
far as could be determined in the case histories of his 
patients, the tumors were usually large enough to be felt 
prior to operation, a point which is always raised in the 
discussion of the diagnosis in women who have become 
hirsute and deep voiced. Bartholomew and Colvin, of 
Atlanta, in an article beautifully illustrated with colored 
photographs, demonstrate the importance of arterial dis- 
ease and infarcts in the placenta in cases of toxemia of 
pregnancy or eclampsia. They were able to make a high 
percentage of correct clinical diagnoses from a study of 
placentas from unknown sources. The remainder of the 
papers are of the same high order and are a credit to the 
Society and to the editor of the volume. 

The book is “required reading” for obstetricians and 
gynecologists and should contain much of interest to the 
student and general practitioner. 
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